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Carter, B. N.: The Diagnosis and Treatment of 
Fractures of the Skull as Developed in the 
Cincinnati General Hospital. Ann. Surg., 1926, 
Ixxxili, 182. 


Carter reviews from the standpoint of the clin- 
ical aspects and treatment a series of 223 cases of 
skull fracture admitted to the Cincinnati General 
Hospital. Age is apparently an important factor in 
the prognosis as the death rate mounted with an 
increase in age. Fractures of the vault, when simple, 
are the least dangerous, while basal fractures are the 
most dangerous. The most common cause of the 
fractures was an automobile accident. 

Persistent deep coma means serious intracranial 
damage and a grave prognosis (mortality 66 per 
cent). The retention of consciousness is a favorable 
sign, while deepening coma indicates an unfavorable 
prognosis and calls for immediate relief of the pres- 
sure. The temperature immediately after the injury 
has comparatively little significance, but fever oc- 
curring later, especially if it is over 102 degrees F., 
is an unfavorable sign. 

The pulse rate is of significance if it is slow (30 to 
40) or fast (120 to 160). Later the pulse rate is very 
important as a progressively slowing pulse or one 
that is irregular calls for early relief of pressure while 
a weak rapid pulse indicates a poor prognosis and 
contra-indicates operation. 

Cheyne-Stokes respiration is an unfavorable sign, 
and when combined with a weak rapid pulse contra- 
indicates operation. A steadily slowing respiration 
means increasing intracranial pressure, and a slight 
early irregularity in the depth of breathing is an 
important sign of decompensation. Cases with 
bleeding from the mouth, nose, or ears have a much 
higher mortality than those without such bleeding. 
Fundus examinations are not considered of great 
value. 

The pupils may indicate the degree of intracranial 
damage. Fixed dilated pupils suggest great damage. 
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In cases with this sign the mortality was 100 per 
cent. Ultimate contraction of the pupils is consid- 
ered a good sign, while dilatation later is an unfavor- 
able sign. 

Convulsive seizures usually mean cortical damage 
rather than extradural haemorrhage. 

Definite persistent weakness or paralysis in an 
extremity associated with skull fracture calls for 
operation. The prognosis is very grave if the reflexes 
are absent, and a change in the reflexes usually 
means a poor outlook. 

Spinal puncture is very valuable as a diagnostic 
and therapeutic aid and is not dangerous. Extra- 
dural hemorrhage may be suspected if the spinal 
fluid is clear and under high pressure and if there 
is hemiplegia or dilatation of one pupil. 

Operation is advised in cases of skull fracture 
when other methods for relieving the pressure have 
failed. Spinal puncture after operation often obvi- 
ates the necessity for a bilateral operation. Simple 
depressed fractures are operated upon immediately. 
Elevation through trephine opening is the method 
of choice unless signs of pressure warrant a sub- 
temporal decompression. Compound fractures are 
treated by débridement of the soft tissues, loose 
pieces of bone, and lacerated cortex with suture of 
the pia, if possible. If there is much loss of dura, 
the transplantation of fascia lata of the thigh is 
done. The wound is closed without drainage. Some 
cases may also require subtemporal decompression. 
Cases of extradural hemorrhage are operated upon 
at once. 

In the entire series of cases reviewed the mortality 
was 35.8 per cent. WituiaM A. Bras, M.D. 


New, G. B.: Newer Procedures and Methods in 
Plastic Surgery of the Face and Neck. South. 
M.J., 1926, xix, 138. 

The author reviews the more recent advances in 
plastic surgery of the face and neck, such, for ex- 
ample, as the use of local anesthesia instead of 
general anesthesia for the removal of cartilage from 
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the rib, and nasal plastic work of various types, 
including the refracture of nasal deformities, the 
removal of humps, and the insertion of cartilage. 

In the more extensive nasal plastic operations re- 
quiring flaps from the forehead, full-thickness skin 
grafts instead of Thiersch grafts are now used to 
line the distal part of the flap. This is a distinct 
advance as a much better lining is made in this 
way. 

Full-thickness skin grafts have been found of 
great value for lining the cavities of the nose and 
mouth, particularly in cases of congenital syphilis 
of the nose, in which the skin is usually present but 
the lining has been destroyed. With the use of a 
full-thickness skin graft on dental compound at- 
tached to a splint on the teeth and inserted through 
an incision underneath the upper lip, these deformed 
noses may be lined with much better results than 
previously. Gillies suggested the same procedure 
with the use of Thiersch grafts. In the mouth, full- 
thickness grafts on splints attached to teeth have 
been found very satisfactory. On dental compound, 
they may be employed for the correction of atresia 
of one nostril. ‘They may be used also in the replace- 
ment of pigmented scars about the face, low-grade 
basal-cell epitheliomata, ectropion of the lower lip, 
pigmented hairy moles, and scarring of the neck and 
chin for: which pedicled flaps from the back were 
previously employed. In the cases of young chil- 
dren, however, their use is inadvisable on account of 
the difficulty of obtaining sufficient co-operation 
from the patient. 

In cases of harelip and cleft palate the application 
on both sides of the nostril of lead plates held in 
place with silkworm sutures and lead shot almost 
prohibits the possibility of a flared-out nostril. This 
procedure is not credited to anyone in particular; 
it is employed in several clinics. 

In the nasal deformities of harelip in adults, there 
still remains a flattening of one side of the nose after 
the ala and lip have been brought in to correct the 
usual deformity. This may be corrected by removal 
of the fullness at the tip and the insertion of a 
saucer-shaped piece of cartilage from’ the back of 
the ear to elevate the flat side. 

In cases of cleft palate, the figure-of-eight suture 
is an advance over the mattress sutures used pre- 
viously. 

In postoperative openings in the palate and in 
palates with considerable postoperative scarring, 
the use of pedicled flaps is a distinct advantage. 
Packing the openings laterally with iodoform gauze 
after delayed transplantation of the flap also tends 
to give better results. 


Figi, F. A.: Bare Radium Tubes in the Treatment 
of Tumors Around the Head and Neck. Minne- 
sola Med., 1926, ix, 13. 

This is a review of 146 cases of malignant disease 
about the head and neck which were treated with 
bare radium emanation tubes after the method 
first suggested by Duane in 1908 and first used in 


America by Janeway in the Memorial Hospital, 
New York. 

Bare glass tubes containing between 0.5 and 1 mc. 
of emanation are inserted directly into and around 
the periphery of the neoplasm by means of a hollow 
needle fitted with a stylet. Tubes of this value are 
preferred because, as shown by Bagg, they give 
thorough radiaton of the tissues with minimal 
necrosis. An attempt is made to scatter them uni- 
formly 1 cm. apart. Just before or immediately 
after their implantation, heavy external radiation 
is given over the neoplasm and the regional lym- 
phatics to lessen the possibility of grafting or 
metastasis. 

This method of treatment gives more efficient 
results with less radiation of the surrounding tissues 
than other methods. The softer gamma rays which 
are ordinarily lost by filtration are utilized as well 
as the beta rays. Lesions in areas where it is almost 
impossible to retain radium applied by other pro- 
cedures are readily and efficiently treated. Less 
trauma is produced than by other methods of bury- 
ing radium, and small areas of recurrence are readily 
taken care of. 

A disadvantage of the method is the danger of 
haemorrhage when the seeds are applied in close 
proximity to large vessels, especially in the tongue. 
Another disadvantage is that if infection is intro- 
duced at the time of the insertion of the emanation 
tubes or if sufficient dosage is given to produce a 
sloughing lesion of previously intact skin, a severe 
and painful reaction results. This reaction occurs 
after from two and one-half to three weeks and lasts 
for several weeks. 

The treatment of primary lesions with bare tubes 
alone has been most effective in: (1) fulminating 
epitheliomata of the tongue, especially in young per- 
sons; (2) recurring, fixed epitheliomata in locations 
difficult to reach surgically without destroying im- 
portant structures, such as around the external 
auditory canal and the orbit; (3) lesions of the base 
of the tongue, oropharynx, nasopharynx, and hypo- 
pharynx; (4) recurring malignant growths with in- 
definite limits; (5) malignant growths of the nasal 
fosse; and (6) malignant lesions for which operation 
is contra-indicated by the patient’s age or general 
condition. 

The method has been used to supplement surgery 
in the treatment of tumors of questionable operabil- 
ity in the parotid and mastoid regions, with invasion 
of the external auditory canal; extensive, inaccessi- 
ble malignant growths of the buccal cavity; and 
lesions of indeterminate extent around the face or 
in the accessory sinuses. 

In the treatment of palpable metastatic nodes the 
emanation tubes are inserted directly into the nodes 
through the skin, and their action is supplemented 
by intense radiation with distance and screening. 

In conclusion the author states that bare radium- 
emanation tubes have given remarkable primary 
results. They are of value in the treatment of local 
lesions, following surgical measures, and in the con- 
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trol of metastases. In all of the cases in which they 
were used alone there was some contra-indication 
to operation. When bare radium tubes have been 
employed with operation, the results have been 
better than those obtained by operation alone. 


Billington, W., and Round, H.: Bone-Grafting of 
the Mandible: With a Report of Seven Cases. 
Brit. J. Surg., 1926, xiii, 497. 

Experience gained in about 2,000 cases passing 
through the ‘Jaw Center” of the First Southern 
General Hospital, Birmingham, showed that a bone 
gap in the mandible exceeding /% in. rarely united 
unless the bone ends were approximated or a suc- 
cessful bone graft was introduced. Approximation 
of the bone ends can be done only at the expense 
of alignment. 

In all, seventy-five cases were successfully treated 
with grafts varying in length from /% in. to 5 in. The 
longest successful graft measured 7 in. and was used 
in a case in which the lower jaw had been destroyed 
from angle to angle. 

Jaw grafting is more apt to be successful in injuries 
sustained in civil life than in war injuries because in 
the former there is usually less soft tissue damage 
and sepsis and greater freedom from dense scar 
tissue. 

The grafts cannot be fixed as in the long bones 
nor can they be taken from the usual locations. The 
iliac crest has been found to give the most satisfac- 
tory grafts as it is of the proper texture and its curve 
closely approximates the curve of the jaw. 

Witiiam E. Saackieton, M.D. 


EYE 


White, L. E.: The Optic Canal in Optic Atrophy. 
Ann. Otol., Rhinol. & Laryngol., 1925, Xxxiv, 1210. 


In previous articles the author reported that 
roentgenograms show the normal optic canal to be 
about 5.5 mm. in diameter. In go per cent it is round 
and in ro per cent oval. In patients with optic 
nerve involvement the diameter of the canals was 
found to be % mm. less than the normal, and in 50 
per cent of these subjects the canals were oval. 
When the diameter was 4 mm. or less, there was a 
50 per cent loss of vision. 

In this article White reports the results of ex- 
aminations made in a large series of cases of optic 
atrophy to establish the relationship between the 
size of the canal and the loss of vision and to deter- 
mine whether the canals become enlarged or nar- 
rowed by intracranial pressure. The cause of the 
atrophy was usually evident from the history. One 
hundred and twenty-four canals were examined. 

It was found that increased intracranial pressure 
may produce a dilatation of the optic canal. Early 
optic atrophy does not produce small canals, but 
small canals predispose to optic atrophy. Surgical 
enlargement of the canal is possible, but should be 
done only when both nerves are endangered. 

Manrorp R. Wa ttz, M.D. 
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Williamson-Noble, F. A.: Inflammatory Pseudo- 
Tumor of the Orbit. Bri/.J. Ophth., 1926, x, 65. 
The author reports three cases diagnosed as in- 
flammatory pseudo-tumor of the orbit. Two showed 
proptosis. The first tumor proved to be a gumma, 
the second a lymphoma following a post-influenzal 
infection of the orbit, and the third a proliferation 
of fixed connective tissue cells following hamor- 
rhage. 

Before exenteration of the orbit is done the urine 
should be examined, focal infection, especially lues 
and tuberculosis, should be excluded, a differential 
blood count should be made, the coagulation time 
determined, the teeth and sinuses examined with 
the X-ray, and an exploratory operation performed. 

- Virco. Westcott, M.D. 


Gifford, S. R.: Epithelial Dystrophy of the Cornea 
and Its Relation to Endothelial Dystrophy. Am. 
J. Ophth., 1926, 3 s. ix, 81. 

The author reports three cases of epithelial dys- 
trophy of the cornea and the findings of re-examina- 
tion in the cases he has reported previously. He 
believes that both corneal surfaces are affected by 
a common cause. He reports also two cases similar 
to those described by Graves in which there were 
dew-like opacities scattered over the endothelial 
surface. Prior to the use of the slit lamp, these 
opacities escaped recognition. 

Auprey H. Peper, M.D. 


Ferree, C. E., Rand, G., and Monroe, M. M.: The 
Area of Form Fields for One Degree Stimulus. 
Am. J. Ophth., 1926, ix, 3 s. 95. 


The boundaries of the form field for a white 
stimulus subtending an angle of 1 degree were de- 
termined in 200 cases. The areas included within 
these boundaries are represented by two methods 
and the results are shown in charts. The cases 
studied were sampled to include as many as possible 
of the outstanding variables which are not patho- 
logical. The test reveals a diagnostic scale for use 
in the separation of pathological from non-patho- 
logical cases. Ausrey H. Pemper, M.D. 


Rogers, R. M.: Bilateral Glioma of the Retina. 
Am. J. Ophth., 1926, 3 s. ix, 105. 


The author reports a case of bilateral glioma of 
the retina in an infant 12 months old. 

Glioma of the retina develops in the neuro- 
epithelial layer and is likely to undergo calcareous 
degeneration. It is never pigmented. Smali round 
cells lie usually in perivascular groups. ‘The inner 
border of typical rosettes is lined by a thin membrane 
which has been interpreted as a reproduction of the 
membrana limitans externa, while the cells of the 
rosettes are believed to be derivations of the rods 
and cones. Cells are usually arranged in rows and 
distinct circles, indicating the tendency which pro- 
duces complete rosettes. 

The author stresses the fact that serial sections 
should be carefully studied to determine if the tumor 
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has passed into or beyond the sclera. In case of 
such extension the contents of the orbit skould be 
removed immediately. Ausrey H. Pemper, M.D. 


EAR 


Jones, I. H., and Knudsen, V. O.: Facts of Audi- 
tion. Ann. Otol., Rhinol. & Laryngol., 1925, xxxiv, 
1013. 


The loudness of a tone sensation is determined by 
the energy in the sound wave and the acuity of 
hearing. The upper and lower limits of loudness as 
determined by the sensibility of the cochlea are 
relatively close together for the high and low tones, 
but for tones in the middle register the limits are 
far apart. 

A lesion of either the middle or internal ear has 
no effect upon the capability of the cochlea to 
differentiate loudness. ‘The normal ear responds to 
from 20 to 20,000 dv., and there are about 1,500 
graduations of pitch. Pathological changes do not 
affect the ability of the cochlea to sense differences 
in pitch. If we consider the number of graduations 
of pitch and loudness to which the normal ear 
responds, approximately 324,000 pure tones are 
appreciated. 

The quality of a musical tone depends upon its 
wave form and therefore on the number and promi- 
nence of its overtones. Auditory masking occurs 
when one tone is obliterated by another. A beat is 
produced when two tones of slightly different pitch 
are sounded, producing an augmentation and dimi- 
nution in loudness. When the frequency of these 
beats reaches the threshold of audibility, a tone is 
sensed which is lower than the tones of the forks. 
Subjective tones, the summation and difference of 
two tones, are sensed by the ear. 

For the full appreciation of music, the ear should 
respond to a tonal range of from 30 to 16,000 dv. 

Manrorp R. Wattz, M.D. 


Mackenzie, G. W.: The Prevention of Chronic 
Middle Ear Suppuration. Ann. Olol., Rhinol. & 
Laryngol., 1925, Xxxiv, 1068. 


The prevention of chronic middle ear suppuration 
depends upon the curing of the acute form. The 
predisposing cause of the acute form is nasal or 
nasopharyngeal obstruction caused by adenoids, a 
deflected septum, nasal polypi, hypertrophied tur- 
binates, or adhesions. The activating cause is an 
acute infection affecting the upper respiratory tract, 
such as influenza, scarlet fever, and measles. Re- 
peated acute infections and lessened resistance to a 
particular infecting organism increase the danger 
of chronicity. 

The treatment should be directed toward the 
cause, whether this is faulty drainage or lessened 
resistance or both. Syphilis and tuberculosis are 
less common factors, but are of importance and 
should be treated. The diet also must receive 
consideration. Manrorp R. Wa ttz, M.D. 
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Milligan, Sir W., Love, J. K., Maclay, N., and 
Barnett, H. N.: Chronic Non-Suppurative 
Middle-Ear Deafness. Brit. M. J., 1925, ii, Sect. 
Laryngol., Otol., and Rhinol., 1115. 

MILLIGAN states that, in his experience, advanced 
chronic catarrhal otitis media is incurable, and that 
all we can hope to do in the present state of knowl- 
edge is to arrest the progress of the disease and pre- 
pare the patient for deafness. 

Clinically, two types of catarrhal deafness should 
be recognized—the one, a purely evanescent catar- 
rhal process, and the other a catarrhal process with 
an accompanying mild and creeping sepsis. The 
creeping sepsis is the factor establishing chronicity. 

Most important in the treatment is maintenance 
of the patency of the eustachian tube. To this end, 
all obstructive or septic lesions in the throat, nose, 
and nasopharynx should be carefully eliminated. 
Repeated examinations and short courses of treat- 
ment are essential for the best results. Re-education 
of the auditory centers should be systematized and, 
if possible, simplified. 

The hope of preventing the onset of chronic mid- 
dle-ear deafness lies chiefly in the early recognition 
and treatment of catarrhal and septic changes in 
the upper respiratory tract. 

Love states that in the two types of chronic mid- 
dle-ear deafness—the otosclerotic type and the cicae 
tricial or adhesive type—a cure is rare. He discusses 
the use of an electrical apparatus as an aid to hear- 
ing. 

MAc ray states that among the more important 
means of preventing chronic non-suppurative mid- 
dle-ear deafness is efficient treatment of the nose and 
throat and of the general condition in cases of begin- 
ning catarrhal deafness. He urges also inflation, 
tympanic massage, and re-education excercises as 
among the most important of the many remedies 
suggested for the condition. 

BARNETT? advocates: (1) vaporization of the mid- 
dle ear through the eustachian catheter with a 
mixture of warm iodine and camphor vapor, and 
(2) ionization. He describes his methods of carrying 
out these procedures. Wittiiam B. Stark, M.D. 


Jenkins, G. J., Scott, S. R., and Horgan, J. B.: 
Operative Treatment of Chronic Middle-Ear 
Suppuration. Brit. M.J., 1925, ii, Sect. Laryngol., 
Otol., and Rhinol., 1109. 

Jenxuys divides his cases of chronic suppurative 
disease of the middle ear into the following groups: 

Group 1. Those in which the mechanism of the 
middle ear has not been seriously damaged and the 
hearing is good. Subgroup A, those in which the 
disease is more or less confined to the attic. Sub- 
group B, those in which it is mainly in the antrum 
and aditus. Subgroup C, those in which there is 

a combination of the conditions of Subgroups A 

and B. 

Group 2. Those in which the middle ear conduct- 
ing apparatus has been involved. The hearing may 
be very poor. 
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Group 3. Those in which there is evidence of a 
gross lesion of the wall of the labyrinth or of the 
labyrinth itself. 

Jenkins describes the modified radical mastoid 
operation which he performs in cases of Groups 1 
and 2. In cases of Group 3 he uses the radical 
operation. 

Scort believes that cases of otitis media in which 
defective hearing and otorrhoea persist from the 
onset for more than four to six weeks and even for 
nine months or longer should be regarded as acute 
cases and treated as such by the Schwartze opera- 
tion. When there is doubt as to the necessity for 
extirpation of the tympanum, when there is no 
cholesteatoma and no labyrinth disease, and even 
when hearing is very defective, it is permissible to 
determine the effects of the Schwartze operation as 
modified by Kuester before advising recourse to the 
epitympanic operation or the radical operation. 

HorGAN states that if the acute condition does 
not subside in from four to six weeks, transantral 
drainage should be employed in an effort to render 
more radical procedures unnecessary. He describes 
the technique he employs in the performance of a 
radical mastoid operation. He always uses a pri- 
mary skin graft in uncomplicated cases and even in 
those in which the lateral sinus or dura is exposed. 
He does not use a skin graft in cases of fistula of 
the external semicircular canal. 

Wittram B. Stark, M.D. 


Nager, F. R.: The Cholesteatoma of the Middle 
Ear—Its Etiology, Pathogenesis, Diagnosis, and 
Therapy. Ann. Otol., Rhinol. & Laryngol., 1925, 
XXXIV, 1249. 

Cholesteatoma is the result of a chronic middle 
ear suppuration characterized by an epitympanic 
and marginal perforation, a continuous foetid dis- 
charge, and epidermization of the mucous membrane 
of the middle ear. It is not congenital. It occurs in 
about one-third of the cases of chronic middle ear 
suppuration. Its mortality is between 144 and 3% 
per cent. The theory of Habermann and Bezold 
that the epidermis grows from the external meatus 
into the middle ear is applicable to most cases. 
Cholesteatoma cannot arise with a central perfora- 
tion but may develop through a fistula in the pars 
flaccida. 

In the cases reviewed by the author the middle 
ear suppuration occurred in 33 per cent in the course 
of an exanthematous infection. Half of the cases 
did not present any distinct causal affection, but in 
many the relationship between tuberculosis and 
cholesteatoma was proved. 

The formation of a cholesteatoma, though a heal- 
ing process, is dangerous because of the accumula- 
tion and decomposition of epidermic scales. As a 
result of the pressure of the growth, the bone wastes 
away and the adjacent structures may be opened 
and invaded by the associated infection. 

The diagnosis is made by otoscopy with the use 
of a probe and magnifying glass and by intratym- 
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panic syringing. Small cholesteatoma cavities with 
good conditions for discharge may be treated con- 
servatively. Cleansing of the attic with a tube 
should be tried. If this fails, resort should be had 
to radical operation. 

The indications for operation are: (1) inflamma- 
tion of the cholesteatoma with serious symptoms, 
(2) the failure of conservative treatment after from 
four to six weeks, (3) constantly recurring sup- 
puration, and (4) insufficient co-operation on the 
part of the patient. Contra-indications to opera- 
tion are chronic middle ear suppuration with a 
central perforation and without cholesteatoma. The 
prognosis depends upon the time the diagnosis is 
made. Manrorp R. Wa tz, M.D. 


Hammond, P.: Results if Radical Mastoid Opera- 
tions as to Hearing. Ann. Olol., Rhinol. & Laryn- 
gol., 1925, XXXiV, 1043. 

Hammond reports eight radical mastoid opera- 
tions which had very favorable results in the con- 
servation of hearing. He attributes this successful 
outcome to the fact that a secondary skin graft was 
used which prevented the formation of excessive 
granulations and thereby prevented the loss of 
compensatory vibrations in the labyrinth due to 
occlusion of the oval and round windows by granula- 
tions. Manrorp R. Wa tz, M.D. 


NOSE AND SINUSES 


Turner, A. L., and Reynolds, F. E.: Furuncle of 
the Right Nasal Vestibule; Septic Thrombosis 
of the Cavernous Blood Sinuses; Leptomen- 
ingitis; Death; Autopsy. J. Laryngol. & Otol., 
1926, xli, 73. 

In the case of septic thrombosis of the cavernous 
sinus reported by the authors the infection had its 
origin in a furuncle on the inner aspect of the right 
ala nasi and terminated fatally in six days. Autopsy 
revealed a diffuse purulent leptomeningitis of the 
under-surface of the brain, including the orbital 
surface of the inferior aspect of the temporal lobes. 

Micro-organisms may reach the cavernous sinus 
by direct extension in septic thrombi in the facial, 
angular, and superior ophthalmic veins, from the 
subcutaneous plexus and superior ophthalmic vein, 
or in retrograde emboli from a septic thrombus. In 
the absence of venous thrombosis they may enter 
the sinus from the subcutaneous venous plexus, 
through the perivascular lymph spaces, in retro- 
grade emboli, or by selective action. 

The authors believe that in the case reported a 
septic thrombosis occurred in a venule in the neigh- 
borhood of the furuncle. 

Gerorce R. McAutier, M.D. 


Granger, A.: Roentgenographic Examination of 
the Sphenoid Sinuses. Kadiology, 1926, vi, 23. 

In the roentgenographic examination of the 

sphenoid sinuses which is described by the author, 

the patient lies prone with his head in a head rest or 
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sinus mask inclined at an angle of 17 degrees, even 
pressure being made on the alveola and glabella. 
The central ray is then passed vertically through the 
head in a postero-anterior direction just below the 
external auditory meatus, this giving a 107-degree 
inclination of the head. 

This method projects through the frontal sinuses 
the curved sphenoid or Granger line representing 
the upper border of the sphenoid and a lower line 
marking the upper border of the ethmoid. Pus in 
the frontal sinuses does not affect the visualization 
of the G line. 

The author reports four cases to illustrate the 
typical X-ray findings in empyema of the sphenoid, 
hyperplasia, polyps, and osteoplasia. In empyema, 
the pus gravitates to the lowest level and therefore 
obliterates the G line. In cases of polypoid growths, 
the sphenoids and ethmoids are opaque because they 
are filled with polypoid tissue instead of air and the 
G line is obliterated by their shadow. In hyper- 
plasia, the density of the line is diminished by bone 
atrophy. In osteoplasia the line is broadened by the 
osteoplastic changes. 

In conclusion Granger states that with this 
method the roentgen examination of the sphenoid 
sinuses can be standardized even in large clinics as 
uniform results will be obtained if the technique is 
followed exactly. GeorceE R. McAuttrr, M.D. 


Fenton, R. A.: Vaccines from Hemolytic Cocci in 
Spheno-Ethmoidal Disease. Ann. Olol., Rhinol. 
& Laryngol., 1925, XXXiv, 1051. 

The author used vaccine treatment in a series of 
fifty cases of spheno-ethmoid disease in which sur- 
gery failed to effect a cure. The bacteria were taken 
with a platinum loop and inoculated into the follow- 
ing media: 

1. One per cent dextrose beef-infusion agar to 
which citrated blood was added, 1 c.cm. to the slant. 

2. One per cent dextrose beef-infusion broth to 
which 1 c.cm. of human blood was added as each 
culture was placed in the incubator. 

The organisms were plated on human blood agar. 
Vaccines were made from hemolytic’ cocci of the 
beta type and were prepared in concentrations of two 
billion killed organisms to the cubic centimeter. 
The initial dose was from 0.005 to o.or c.cm., and 
the maximum dose from 0.3 to 0.5 c.cm. The in- 
jection was made in the patient’s back every four 
days, the dose being increased 1 c.cm. each time. 
The author summarizes his conclusions and findings 
as follows: 

1. The value of mixed vaccines with numerous 
organisms depends largely upon the somatic reac- 
tion to foreign protein. Such vaccines are likely to 
be dangerous. Their effect is in proportion to the 
dosage of different bacteria, each of which has its 
own coeflicient of protein reaction. 

2. Foreign protein injections, if used, should be 
made with some highly standardized product such 
as typhoid vaccine. In the control cases in the 
series studied they had no beneficial effect. 


3. Autogenous vaccines from hemolytic cocci 
secured by loop inoculation of human blood media 
were found curative in 73 per cent of cases of ob- 
stinate spheno-ethmoid disease. 

4. Autogenous vaccines from non-hemolytic 
streptococci secured by loop inoculation of human 
blood media were found curative in 30 per cent of 
cases of obstinate spheno-ethmoid disease. 

5. The injection of vaccines made with hemolytic 
cocci is recommended for cases of spheno-ethmoid 
disease which are unsuitable for, or fail to respond 
to, the established procedures of surgical and anti- 
septic treatment. Manrorp R. Wattz, M.D. 


Dixon, W. E.: Some Observations on the Diagnosis 
and Treatment of Maxillary Sinusitis. J. 
Oklahoma State M. Ass., 1925, xvili, 279. 

This article is based on observations made in 100 
cases of maxillary sinusitis. The author states that 
maxillary sinusitis is as common in childhood as in 
middle life. In his experience, it is much more com- 
mon than inflammation of any other sinus. Of the 
100 cases reviewed, only two were of dental origin. 

The most important symptom is the peculiar an- 
trum type of headache. This is far more important 
than X-ray examination, transillumination, or pos- 
terior and anterior rhinoscopy. It begins at the 
juncture of the eyebrow with the root of the nose and 
extends over the eye to the temple and sometimes 
to the ear. Of the cases reviewed, only 17 per cent 
required operation. Witiram B. Stark, M.D. 


MOUTH 


Bass, E.: Tuberculosis of the Tongue. Med. Clin. 
N. Am., 1926, ix, 1139. 

The author is of the opinion that tuberculosis of 
the tongue is more common than is generally sup- 
posed since in the discussion of papers on the sub- 
ject mention is frequently made of other cases which 
have not been reported. He calls attention also to 
the fact that as autopsies are often performed 
hastily, lesions of the tongue may easily be over- 
looked unless they are pronounced. 

The chance of cure in tuberculosis of the tongue 
depends upon early treatment. 

James C. BrRAswe.t, M.D. 


Stein, O. J.: Cysts in the Floor of the Mouth. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 1028. 


Ranula has been proved a degenerative cyst of 
the sublingual gland. It differs from the hygroma 
in that it is situated beneath the mucous membrane 
while the hygroma lies within the membrane. It 
develops beneath the tongue, grows fairly rapidly, 
and contains glairy mucus. The treatment should 
consist in careful dissection of as much of the cyst 
as possible and the removal of the rest with the 
snare. The approach is either through the mouth or 
the neck, preferably the latter. 

Cysts of the mucous glands respond more readily 
than ranula to incision or resection. 
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Dermoid cysts develop from misplaced fetal rests 
or inclusions. They are of two types: those attached 
to the symphysis of the lower jaw and those at- 
tached to the hyoid bone. They begin to form short- 
ly after birth and are present in the floor of the mouth 
or in the neck. The only method of treatment is 
total extirpation. This may be accomplished 
through the mouth under local. anesthesia. 

Thyroglossal cysts develop in the remains of the 
thyroglossal duct. They must be differentiated 
from sublingual dermoids, abscesses of the supra- 
hyoid lymph gland, a suppurating suprahyoid 
bursa, and accessory thyroid substance. They must 
be dissected out. 

Branchial fistula are due to embryological de- 
fects of development in the neck resulting in per- 
sistent sinuses. They are formed along the outer 
side of the neck and in the tonsil region. 

Multilocular cysts attached to the jaw arise from 
the mucous membrane of the jaw, the epithelial cord 
of enamel, or epithelial membrane of enamel origin. 
Echinococcus cysts are usually found in the tongue. 

Manrorb R. Wattz, M.D. 


PHARYNX 


Thorburn, O. L.: The Relation of Tonsil Infection 
to Nephritis in Children. Ann. Otol., Rhinol. & 
Laryngol., 1925, Xxxiv, 1096. 

It is only in recent years that the tonsil acting as 
a focus of infection has been recognized as the 
causative factor in nephritis in children. The most 
widely accepted theory attributes the nephritis to 
the absorption of toxins rather than to the direct 
action of the bacteria. 

In children the history and the condition of the 
circulatory system are unimportant and the {acute 
type of nephritis is most common. In adults, the 
reverse is true. 

Nephritis in the child is classified by Hill into the 
following types: (1) acute hemorrhagic, (2) acute 
exudative with oliguria, (3) subacute, (4) chronic, 
and (5) chronic with infantilism. 

Tonsillectomy should be done early as it is doubt- 
ful whether it is of any benefit in the chronic stage. 
The tonsils should be kept in mind as a possible 
source of infection in every case of acute nephritis 
in a child. The taking of the history should include 
questioning with regard to attacks of sore throat 
and cervical adenitis. Examination of the tonsils 
for evidence of chronic infection should never be 
neglected. Medical treatment and regulation of 
the diet are not sufficient for the permanent cure of 
nephritis; the cause of the infection must be 
eliminated. Manrorp R. Wa tz, M.D. 


Milligan, Sir W.: Radiodiathermy in the Treat- 
ment of Inoperable Malignant Disease of the 
Upper Air and Food Passages. Bril. M.J., 1926, 
i, 364. 

While the early recognition of malignant disease 
and the immediate removal of the lesion with the 


knife are of the utmost importance, procrastination 
and fear frequently keep the patient from seeking 
treatment early when the cancerous growth is a 
local process and therefore curable. 

When operative procedures are contra-indicated 
by the site, size, or extent of the growth, great relief 
and sometimes an apparent cure may be effected by 
radiodiathermy. The advantages of this treatment 
are that it relieves the pain and mechanical symp- 
toms such as obstruction and dyspnoea; it is not 
followed by shock; it is less apt than other procedures 
to be followed by spontaneous haemorrhage or 
bronchopneumonia; it is practically bloodless; it 
blocks the vascular and lymphatic channels and 
thus tends to prevent cancer-cell dissemination; and 
it results in a scar which is so soft and pliable that 
adhesions do not form. Its disadvantages are the 
destruction of some of the surrounding healthy 
tissue, the danger of severe secondary hemorrhage, 
and, when the skin is involved, formation of keloid 
cicatrices. Grorce R. McAuuirr, M.D. 


NECK 


Williamson, G. S.: Applied Anatomy and Physi- 
ology of the Thyroid. Bril.J. Surg., 1926, xiii, 466. 


From anatomical studies and studies of compara- 
tive anatomy and embryology, Williamson concludes 
that the basic architectural feature of the thyroid 
gland is a lymph sinusoid. 

Like the liver, the thyroid has two separate and 
distinct blood supplies. The functional artery enters 
the gland at the hilum and is delivered from the 
inferior thyroid. The subsidiary arterial supply 
comes from the superior thyroid artery and supplies 
only the capsule of the gland. This is looked upon 
as possibly a nutrient blood supply. 

The lymphatic vessels, which are profuse, arise in 
the hilum of the gland and pass down along the 
anterolateral surface of the trachea into the thymus. 

The author believes the thymus does not undergo 
atrophy in youth but persists, manifesting a meta- 
morphism co-incident with the nature of the de- 
mands made upon it, and serving as a reservoir for 
thyroid products derived from lymph drainage. 
This theory was supported by studies of the exten- 
sion of the growth in thirteen cases of carcinoma, 
none of which showed extension in the cervical 
lymphatic glands. 

The parathyroid body is associated with a ganglio- 
nated branch of the cervical sympathetic and by 
lymphatic tubules connecting with the thymus and 
thyroid. At times the lumina of these tubules con- 
tain the lymph-like secretion of an active thyroid 
gland. There are two processes that occur in the nor- 
mal thyroid—one, the passive accumulation of colloid, 
and the other the active process of secretion. Colloid 
is a substance entirely different from secretion and 
is not the result of activity in the tissue in the so- 
called hypertrophic state. 

The accumulation of colloid within the epithelial 
column can be followed from the first microscopic 
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droplet to the distended vesicle. In the gland unit 
in which colloid storage is going on there is no 
evidence of the production of secretion; the gland 
unit is in a quiescent stage. In the process of secre- 
tion every element of the gland unit takes an active 
part. The epithelial nuclei, the cytoplasm, and the 
microcapillary system all become laden with gran- 
ules which subsequently liquefy. 

Intraglandular storage of secretion does not take 
place in normal glands as does the storage of colloid. 

The author considers two disordérs of secretory 
function: (1) Graves’ disease, and (2) simple thyro- 
toxicosis. 

Graves’ disease is considered primary in those 
cases in which the cause is extrinsic to the gland, 
and secondary when it follows years of simple 
thyrotoxicosis. Clinically, primary Graves’ disease 
usually appears early in life, while secondary Graves’ 
disease appears at about the menopause. 

The pathology of function of the thyroid gland in 
Graves’ disease is identical whether the condition is 
primary or secondary. The morphological appear- 
ances, however, are not the same. The author be- 
lieves that the essential difference between the two 
types is based on the relation of the demand made 
upon thyroid activity to the capacity of the tissue 
to respond. 

In colloid or acute vesicular goiter there is an 
entire absence of subjective symptoms and also of 
secretory activity. In the acute variety there is an 
over-production of colloid, whereas in the chronic 
variety there is stagnation. 

Disorders involving both colloid and secretion are 
common. They are the pharmacological and physio- 
logical goiters of childhood, pregnancy, and men- 
struation. They are acquiring great significance be- 
cause of the tendency to look upon all increases in 
the basal metabolic rate as indicative of pathological 
changes. The increased basal metabolic rate in- 
dicates only a compensatory effort in the meta- 
bolic cycle which is not necessarily thyroid nor even 
pathological. 

The chronic hypertrophic or adenoparenchy- 
matous goiter is a variety of endemic goiter produced 
by constant overwork of the gland resulting in a 
diffuse fibrosis. Witiiam E. Suackteton, M.D. 


Wilhelmj, C. M., and Fleisher, M.S.: The Relation 
of the Thyroid Gland to the Surface Tension 
of the Blood Plasma. I. The Effect of Thyroid- 
ectomy. II. The Effect of the Administration 
of Thyroid Extract and Thyroxin. J./-xper. Med., 
1926, xliii, 179, 195. 

Wilhelmj and Fleisher found that following thy- 
roidectomy in guinea pigs there is usually a gradual 
elevation of the surface tension of the blood plasma 
which reaches its height from nineteen to twenty- 
two days after the operation. This elevation is 
probably permanent as it was found to persist for as 
long as one hundred and twenty days. In the few 
animals in which the tension still remained within 
normal limits one hundred and twenty days after 


the operation, the absence of change was probably 
due to incompleteness of the thyroidectomy, the 
presence of accessory thyroid tissue, or compensatory 
activity on the part of other organs. 

The surface tension of the plasma of animals 
operated upon is higher than that of plasma of con- 
trol animals in both the initial and the twenty- 
minute determinations. The difference is greater at 
the twenty-minute period than at the time of the 
first determination. 

The time drop is somewhat greater in the plasma 
from normal animals than in that from animals 
operated upon. 

It is suggested that these changes are due to a 
decrease in the amount of certain normally occurring 
surface-active substances, the production of which 
is dependent directly or indirectly upon the thyroid 
gland. 

Determinations of the surface tension of blood 
plasma from guinea pigs before and after the feeding 
of thyroxin showed in most cases a definite decrease. 
The hypothesis is advanced that these changes are 
due to an increase in the amount of certain nor- 
mally occurring surface-active constituents which 
are produced as the result of increased cellular me- 
tabolism. James C. Braswe.t, M.D. 


Burrows, H.: Pulsating Goiter with Recurrent 
Dislocation of the Eyeballs. Brit. J. Surg., 1926, 
xiii, 578. 

Burrows calls attention to the fact that disloca- 
tion of the eyeball other than that due to a tumor is 
rare. He reports the case of a man 45 years of age 
who gave a history of repeated dislocation of the 
eyeballs following any effort such as sneezing, yawn- 
ing, or merely looking downward suddenly. Exam- 
ination revealed marked emaciation and a pulsating 
goiter with a loud bruit. James C. Braswett, M.D. 


Thacker, V. J.: The Heart in Hyperthyroidism. 
Med. Clin. N. Am., 1926, ix, 1093. 

Eshleman, C. L.: Long-Standing Hyperthyroid- 
ism with Spontaneous Subsidence. Med. Clin. 
N. Am., 1926, ix, 1103. 

THACKER states that the incidence of cardiac 
damage in hyperthyroidism is about 25 per cent, 
and that in from 2 to 6 per cent of the cases the 
injury is severe. Its cause is now believed to be the 
action of a toxin, the old theory ascribing it to 
mechanical factors having been discarded. 

The stages in the production of cardiac damage 
are apparently as follows: (1) an increase in the 
metabolism; (2) an increase in the work of the heart 
indicated by tachycardia and an increase in the out- 
put of blood; (3) fatigue leading to hypertrophy, 
dilatation, and atonia; (4) toxic action. In time, the 
damage is manifested by further dilatation and 
hypertrophy and by heart failure with or without 
arrhythmia. Auricular fibrillation occurs usually 
with heart failure of the congestive type. 

EsHLEMAN reports in some detail a long-standing 
case: of hyperthyroidism with spontaneous sub- 
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sidence which has been under his observation for 
fourteen years. At the age of 57 years the patient 
is suffering from a chronic cardiac condition. The 
author attributes his long survival to prolonged 
periods of rest and the administration of sedatives 
during periods of acute hyperactivity. 

James C. Braswett, M.D. 


Lahey, F. H., and Clute, H. M.: Persistent and 
Recurrent Hyperthyroidism. Ann. Surg., 1926, 
Ixxxili, 199. 

In the Lahey Clinic of Boston, Massachusetts, a 
secondary or repeated operation has been performed 
in forty-eight cases of persistent or recurrent pri- 
mary hyperthyroidism. 

Of the twenty-four cases in which complete 
records are available, nineteen were considered cases 
of persistent hyperthyroidism and five were cases of 
recurrent hyperthyroidism. In the nineteen cases 
of persistent hyperthyroidism the average metabolic 
rate at the time of the patient’s admission to the 
hospital was 75, while the average rate at the time 
of his discharge after operation was 28. The corre- 
sponding rates in the five cases of recurrent hyper- 
thyroidism were 68 and 5. 

Lugol’s solution was used, but in no case did it 
keep the metabolic rate normal without surgical 
intervention. At operation, a good-sized piece of 
thyroid tissue was always found to account for the 
increased rate. 

In the second operation, which is difficult, the 
essential factor is separation and retraction of the 
internal jugular vein and the common carotid arttery 
from the thyroid remnant. 

GeorceE R. McAuttrr, M.D. 


Clute, H. M.: The Effect of Compound Solution 
of Iodine and Rest in the Surgery of Exophthal- 
mic Goiter. J. Am. M. Ass., 1926, Ixxxvi, 105. 


Compound solution of iodine has been used by 
the author in the treatment of 200 cases of primary 
hyperthyroidism. In sixty-nine selected cases a 
detailed study of its effects was made. 

In the cases of patients not acutely ill the basal 
metabolism was determined at the time the patient 
was admitted to the hospital and every day or two 
during the period before the operation. In acute 
cases the preliminary test was omitted. 

The patient was kept in bed for from seven to ten 
days before the operation and 10 minims of the 
compound solution of iodine were administered three 
times daily before the operation and for several 
days afterward. If any serious reaction was antici- 
pated the dosage was doubled the day before and 
on the day of operation. In severely toxic cases, from 
50 to 100 minims was given in the first twenty-four 
hours. 

Under this treatment there was an average drop 
of thirty points in the basal metabolic rate before 
operation and only 7.2 per cent of the cases failed 
to show an appreciable drop. Formerly, a one-stage 
operation was done in only 38 per cent of the cases, 
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but with this newer treatment it is done in 63.6 per 
cent. Pole ligations, formerly done in 51 per cent of 
the cases, are now done in only 13 per cent. 

A severe postoperative thyroid reaction is now 
almost unknown. Following the operation, the 
basal metabolic rate frequently goes below normal in 
the cases in which the compound solution of iodine 
has been given. Because of the involution of the 
thyroid in such cases the author recommends leaving 
behind a larger section of the thyroid gland than has 
heretofore been the custom. He does not believe that 
the iodine given over long periods of time will cure 
exophthalmic goiter without thyroidectomy. 

Georce R. McAutirr, M.D. 


Stetten, DeW.: Combined Secondary Thyroidec- 
tomy and Thymectomy for Intractable Ex- 
ophthalmic Goiter. Ann. Surg., 1926, Ixxxiii, 288. 


Stetten reports a case of hyperthyroidism in 
which, after medical treatment, a right lobectomy 
was done in 1914 and an adenoma of the lower part 
of the left lobe was removed in April, r915, but in 
spite of these two operations there was no improve- 
ment in the symptoms. 

In November, 1915, a small portion of the lower 
part of the left lobe was resected and a thymectomy 
was done under ether anesthesia. The patient then 
made an unexpectedly excellent recovery and re- 
turned to work two months later. 

Georce R. McAutirr, M.D. 


Stevens, J. 'T.: Toxic Goiter: Its Treatment by 
Means of Radium and the Roentgen Rays: 
Results Controlled with Basal Metabolism 
Tests. Radiology, 1926, vi, 7. 

Barclay, A. E.: Hyperthyroidism. Radiology, 1926, 
vi, 14. 

STEVENS states that clinical results and the find- 
ings of metabolism tests show clearly that in radium 
and the roentgen rays we have remedies for toxic 
goiter which are nearly specific. 

Toxic goiter is due to an increase in the number 
of normally acting cells of the thyroid gland. In 
cases characterized by hyperplasia there is a tumor 
at the site of the thyroid gland. This tumor may be 
visible or extend downward into the mediastinum. 

Radium and the roentgen rays will probably cure 
from 60 to 70 per cent of cases of toxic goiter. ‘Their 
results are at least equal to those obtained by any 
other method of treatment. 

In the cases of patients with a large tumor causing 
pressure, operation is indicated for quick relief. 

BARCLAY reports that hyperthyroidism is of a 
relatively mild type in England and that he has been 
impressed with the excellent results obtained by 
X-ray treatment. He is of the opinion that X-ray 
irradiation is a safe and valuable method which 
should be employed in all cases of hyperthyroidism 
before resort is had to the more drastic methods of 
the surgeon. In a large majority of the cases treated 
with the X-ray an operation will be found unneces 
sary. James C. BrasweELt, M.D. 
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Tapia, A. G.: Large ‘‘Pharyngostomes,”’ A Com- 
plication of Laryngectomy; How to Avoid 
Them; The Technique of Their Closure. J. 
Laryngol. & Olol., 1925, x\, 781. 

“Pharyngostomes” formed as a complication of 
laryngectomy may be divided into two main groups, 
those due to inadequate nutrition of the skin flaps 
and the edges of the opening in the pharynx and 
those due to infection of the wound. 

In the closure of “pharyngostomes” the position 
of the deep sutures should not coincide with that of 
the superficial sutures. ‘The skin should be united 
with clips which do not penetrate its entire thick- 
ness. 

The induction of local anaesthesia with novocain 
and adrenalin solution does not interfere with com- 
plete and rapid recovery. 

Wittiam B. Starke, M.D. 


Tucker, G.: Laryngofissure for Cancer of the 
Larynx: Report of Fifteen Cases. Arch. Olo- 
laryngol., 1926, iii, 20. 

Laryngofissure, or thyrochondrotomy, for intrin- 
sic cancer of the larynx has been re-established on a 
sound basis by Butlin and Semon. It is regarded as 
the best procedure for early intrinsic cases by many 
of the leading British laryngologists. 

Prior to any major procedure such as laryngo- 
fissure, laryngectomy, or extensive radiation for 
cancer of the larynx, the diagnosis should be con- 
firmed by biopsy accomplished with the utmost 


accuracy by direct laryngoscopy. Laryngofissure 
should be limited to cases of anterior intrinsic 
growths confined to the anterior two-thirds of the 
cord. 

The technique as developed by Jackson is de- 
scribed in detail. It differs from the technique of the 
British surgeons in that tracheotomy is not done 
unless it is necessary to pack the larynx on account 
of hemorrhage. Intratracheal ether anesthesia is 
used to gain the aid of the return flow of air in keep- 
ing blood and secretions from entering the lungs. 

As postoperative care, radium or roentgen-ray 
irradiation is administered, but this treatment should 
be delayed until the cartilage is covered, which 
usually requires from six to eight weeks. The pres- 
ence of perichondritis is a contra-indication to 
radiation. 

In cases of early, anterior, intrinsic cancers of the 
larynx without metastases or arytenoid fixation a 
relative cure is obtained by laryngofissure in 85 per 
cent, according to the statistics of Thomson and in 
79 per cent, according to the statistics of Jackson. 

“The determination of the precancerous state 
microscopically by the pathologist, and the repeated 
taking of specimens of the suspicious tissue when the 
previous specimen is inconclusive should give the 
operation of laryngofissure a higher percentage of 
cures in positive cases that are properly selected 
than in cases in which operation is done only after 
malignant characteristics are well advanced.” 

A. R. HoLLeNnpber, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Pélya, E.: Epilepsy Due to a Traumatic Poren- 
cephalitic Hydrocephalus Cured by Resection 
of the Choroid Plexus (Heilung einer durch 
traumatisch-porencephalischen Hydrocephalus bed- 
ingten Epilepsie nach Resektion des Plexus chorioi- 
deus). Zentralbl. f. Chir., 1925, lii, 2404. 


The patient whose case is reported was a boy 
9 years of age who had had repeated epileptic at- 
tacks during the last fourteen months. At the age 
of 1 year the patient fell upon his head and since 
that time his skull had been markedly asymmetrical, 
the right parietal region being strikingly prominent. 

During the time the patient was under observa- 
tion in the hospital he had daily convulsions. These 
became constantly more frequent until eventually 
from eight to ten occurred each day. They began 
in the left hand and rapidly progressed to the arm 
and leg. Sometimes they affected the entire body. 

Operation revealed a thin-walled cyst the size of 
a fist, which communicated with the lateral ven- 
tricle through a large opening. The choroid plexus 
was extirpated, the cyst obliterated by suture of 
its walls, and the excess bone removed. 

A cure resulted. During the period of nearly three 
years that the patient remained under observation 
after the operation there were no further convul- 
sions and no signs of loss of function. 

This was a case of porencephalitic cyst following 
trauma similar to the cases described by Kocher, 
Krause, von Eiselsberg, von Haberer, Kopp, Hin- 
richs, Meyer, Bungart, and others. The oblitera- 
tion of the cyst can be accomplished by any kind 
of a plastic procedure. A dural plastic by Krause’s 
method or free transplantation of fascia according 
to the method of von Haberer is just as effective as 
suturing of the mobilized cyst wall. Resection of 
the choroid plexus is of advantage because it is not 
followed by a spinal fluid fistula such as developed 
in the cases of Krause and von Haberer. 

Pérya (Z). 


Weiser, A.: Bone Formation in Endotheliomata of 
the Dura (Knochenbildung im Dura-Endotheliom). 
Zischr. f. Chir., 1925, Cxcil, 405. 

Tumors of the brain substance and cerebral 
meninges not infrequently coincide with hyperostosis 
of the cranial bones. In all probability, the tumors of 
the endocranium are to be considered primary and 
the hyperostoses as secondary. The bony new for- 
mation occurs most frequently in connective tissue 
tumors, but occasionally also in epithelial tumors. 
In very rare cases endotheliomata may form bone 
also on the surface toward the brain. 


NERVOUS SYSTEM 


The author reports a case in which an operation 
for endothelioma was performed thirty years ago, 
and thirteen years later another operation was 
necessary for the removal of a local recurrence. 
Inspection of the cavity at the second operation 
showed that it was completely closed on all sides by 
smooth bony walls. Weiser suggests that remnants 
of the primary tumor may have become displaced 
and extradural at the time of the first operation and 
that subsequently these may have undergone hy- 
aline degeneration, thereby favoring the deposit of 
calcium and secondary bone formation. 

The formation of bony layers on the surface of 
endotheliomata was demonstrated by a tumor of 
the dura which was separated from the cerebrum by 
a hard bony wall. This tumor was an endothelioma 
of the dura which, for the most part, had undergone 
hyaline-fibrous degeneration toward the brain. Bone 
formation had occurred secondarily in the fibrous 
tissue. This case serves to show that the formation 
of bone plates toward the brain may occur even in 
the absence of a chronic inflammatory process and 
without traumatic displacement of bone. Therefore 
in the operative removal of bone tumors of the skull 
it is necessary to take the subjacent brain tissue into 
consideration. (Z). 


Strauss, I.: Meningitis Sympathica. 
laryngol., 1926, iii, 46. 


Arch. Oto- 


Acute suppurative conditions in the accessory 
sinuses of the cranium, in the ear or related struc- 
tures, and in the brain frequently cause a reaction 
in the cerebrospinal fluid characterized by: (1) an 
increase in the quantity of the fluid; (2) an increase 
in its albumin content, which may be moderate or 
considerable; (3) pleocytosis, in which there is gen- 
erally an increase of polymorphonuclear leucocytes 
but occasionally an increase of lymphocytes; and 
(4) turbidity of the fluid. There may be also signs 
of meningitis, such as rigidity of the neck and 
Kernig’s sign. This syndrome, which is called 
“meningitis sympathica’” by Rehm, Plant, and 
Schottmueller, is of importance from the standpoint 
of diagnosis and therapy. The most common etio- 
logical factor is inflammation of the ear with or 
without mastoid, sinus, or labyrinth involvement. 

Meningitis sympathica associated with inflamma- 
tion of otitic or accessory sinus origin indicates that 
the infection is not under control, that unless the 
focus is adequately attacked, acute meningitis is 
almost certain to develop, and, if there is a brain 
abscess, that the patient will succumb to the infec- 
tion. 

Meningitis sympathica must be differentiated 
from (1) tuberculous meningitis, (2) the so-called 
aseptic meningitis, which is probably caused by an 
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unknown focus and therefore of the same signifi- 
cance as meningitis sympathica, and (3) poliomyelitis 
and encephalitis in which the spinal fluid has a 
similar reaction. Except in the case of tuberculous 
meningitis, this differentiation cannot always be 
made from a study of the spinal fluid. It must 
sometimes be based on the other clinical findings 
and the course of the disease. 

Meningitis sympathica must be distinguished also 
from acute meningitis in which micro-organisms are 
not found in the cerebrospinal fluid until the later 
stages. In a case of acute otitis, for example, symp- 
toms of meningitis may develop while the acute 
process is still present or after it has subsided, and 
even after the perforation in the tympanum has 
healed. Lumbar puncture in such a case shows in- 
creased spinal fluid pressure and many polymor- 
phonuclear leucocytes, but no bacteria are found in 
smears or cultures. Although the symptoms of men- 
ingitis persist and are aggravated for a few days, 
bacteria are found in the spinal fluid only a day or 
two before death. 

It is possible that in such cases the organisms are 
present in the meninges but are not free in the fluid, 
and that the few gaining entrance to the fluid at 
first are disintegrated by the bactericidal action of 
the latter. After a period of time, however, they 
become sufficiently numerous to overcome the bac- 
tericidal power of the cells lining the subarachnoid 
space and then become demonstrable. In such 
cases the condition is acute meningitis from the 
beginning and not meningitis sympathica. 

Wa ter C. Burket, M.D. 


SPINAL CORD AND ITS COVERINGS 


Woltman, H. W.: Some of the Clinical Manifesta- 
tions of Tumors of the Spinal Cord. Colorado 
Med., 1926, xxiii, 5. 

Since in compression of the spinal cord one side is 
usually affected a little before the other, the charac- 
teristic sign of this type of disturbance is an approach 
to the Brown-Séquard syndrome. 

The signal forerunner of spinal cord compression 
is root pain. Root pains have certain distinctive 
characteristics. 

Yellow spinal fluid may be found in cases of block 
in the spinal canal, which frequently occurs if there 
are tumors. Its presence is known as Froin’s locula- 
tion syndrome. 

When lipiodol, which is opaque to the roentgen 
rays, is introduced into the spinal canal through a 
cistern puncture, it will sink to the point of ob- 
struction and may there be located by means of the 
roentgen ray. 

Tumors of the upper and lower ends of the cord 
may present certain peculiar features. The crossing 
of the pyramidal tracts at the anterior aspect of the 
cord in an exposed situation may result in quad- 
riplegia unaccompanied by sensory disturbances. 
The sensory disturbance associated with high cer- 
vical tumors may be limited to the lower extremi- 


ties; it may fluctuate from time to time and from 
place to place, probably because the relatively large 
canal here permits shifting of the pressure. Involve- 
ment of the descending root of the fifth nerve may 
result in pain referred to the face and anesthesia for 
pain and temperature over certain portions of the 
face since its fibers are probably concerned with the 
conduction of these forms of sensibility. The prox- 
imity of the foramen magnum may bring about signs 
of brain tumor, such as projectile vomiting and 
choked disks. 

At the lower end of the cord, other difficulties may 
be encountered. The relative shortening of the cord 
incident to growth and the emergence of the roots 
through the anterior foramina of the sacrum often 
make it extremely difficult to determine whether 
there is a tumor of the cord, the cauda, or the pelvis. 
The objective findings may be the same. Pelvic 
tumors are sometimes revealed by roentgenographic 
examination, but are demonstrated with greater 
certainty by rectal examination, a procedure which 
should never be neglected since exploration of the 
spine for a tumor hidden in the pelvis is obviously a 
serious blunder. 

The roentgen ray does not often help in localizing 
a spinal cord tumor. Occasionally dumb-bell shaped 
tumors, which lie partly within and partly without 
the canal, are shown by the roentgenogram. One 
of the strange manifestations of these tumors is a 
sudden and transitory collapse of the lower ex- 
tremities which may cause the patient to drop sud- 
denly to the ground. 

It is usually difficult to determine before operation 
whether a tumor is intramedullary or extramedul- 
lary. A valuable differential point is an area of 
relatively intact sensation in the perianal region. 
This is found more often in cases of extramedullary 
tumor than in cases of intramedullary tumor. 

Metastasis of malignant tumors to the central 
nervous system is uncommon but may occur from 
some hidden recess such as the nasopharynx. 

A persistent pain for which there is no obvious 
explanation may be a root pain. 

A gradually increasing loss of motion and sensa- 
tion below a given level may be due to a cord tumor. 

Fifty-seven per cent of spinal cord tumors are re- 
movable; 42 per cent of patients are completely 
cured by their removal and 25 per cent are benefited. 
Without operation, the disability would of course 
increase. 


Towne, E. B.: Laminectomy and Removal of Spinal 
Cord Tumors under Local Anesthesia. Cali- 
fornia & West. Med., 1926, xxiv, 194. 


Laminectomy can be carried out painlessly under 
local anesthesia. Exploration of all aspects of the 
cord and removal of extramedullary tumors are 
painless, provided handling of the posterior columns 
and posterior nerve roots can be avoided. 

Compression of the medulla or upper cervical cord 
impairing the function of the diaphragm is a positive 
indication for the use of local anesthesia. If visceral 
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disease contra-indicates narcosis, exploration of the 
cord should be done under local anesthesia with the 
temporary addition of general anesthesia, if neces- 
sary, during manipulation of the cord. 
Three cases of laminectomy done under infiltra- 
tion anesthesia are reported. 
STaNLEY J. SEEGER, M.D. 


PERIPHERAL NERVES 


Platt, H.: The Pathogenesis and Treatment of 
Traumatic Neuritis of the Ulnar Nerve in the 
Postcondylar Groove. Brit. J. Surg., 1926, xiii, 
409. 

Ulnar nerve involvement rarely complicates re- 
cent fractures of the lower end of the humerus. In a 
fracture clinic such a complication was found in only 
nine (3.7 per cent) of 252 fractures, ninety-five of 
which were supracondylar fractures, seventy-four, 
fractures of the internal condyle, and eighty-three, 
fractures of the external condyle. In eight of these 
nine cases there was a separation of the internal 
condyle, and in one a supracondylar fracture. 

An analysis of the cases shows that the nerve 
lesion is usually a primary contusion—a physio- 
logical block without loss of continuity. The symp- 
toms are slight. Recovery tends to occur spontane- 
ously in from three to eight months. In exceptional 
cases the primary neuritis may increase in severity 
during the early stages of treatment. A secondary 
ulnar neuritis may arise from forced passive move- 
ment of the elbow in the first few weeks after the 
injury, and a friction or tension neuritis may result 
from disturbance of the normal relation between the 
nerve and its bed. In every case of severe and per- 
sistent neuritis the nerve should be explored and 
displaced to an intramuscular bed in front of the 
internal condyle. 

Delayed ulnar palsy is usually secondary to frac- 
tures of the external condyle of the humerus sus- 
tained between the second and tenth years of age. 
In forty-three cases collected by Lewis and Miller 
there had been a fracture of the external condyle in 
twenty-three, a fracture of the internal condyle in 
ten, a supracondylar fracture in eight, and epiphyseal 
separation in two. The cubitus valgus deformity is 
manifested early. The functional result in the joint 
is often fairly satisfactory. The latent period before 
the onset of symptoms is rarely less than ten years 
and may be more than thirty years. The neuritis is 
a friction or tension lesion determined by the gross 
cubitus valgus deformity. The nerve is compelled 
to take a longer course and becomes stretched like a 
bow string in the shallow postcondylar groove. The 
onset of symptoms follows a period of strenuous use 
of the limb involving repeated flexion movements 
of the elbow. 

Operative treatment is indicated in all cases to 
relieve nerve friction and shorten the course of the 
nerve. The operation of anterior transposition has 
proved completely effective. Supracondylar osteot- 
omy, by correcting the cubitus valgus deformity, 
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indirectly shortens the course of the nerve but pre- 
sents more difficulties than simple anterior trans- 
position. Simple freeing of the nerve without 
transposition, and gouging out of the postcondylar 
groove with replacement of the nerve are unsatis- 
factory operative procedures. 

‘True complete and recurring dislocations of the 
ulnar nerve from its groove are rare, but minor 
degrees of hypermobility are often found in routine 
examinations. Possible predisposing causes are a 
shallow postcondylar groove, congenital or acquired 
laxity of the nerve sheath or arcuate ligament, and 
an exaggerated carrying angle. 

The symptoms are those of friction neuritis. The 
nerve trunk becomes thickened and tender as a 
fusiform neuroma slowly appears. In recurring 
nerve dislocation with neuritis, transplantation of 
the nerve in a muscle in front of the internal condyle 
gives relief. Recurring dislocation without neuritic 
symptoms may be treated conservatively by the 
prevention of repeated forcible flexion movements 
of the elbow, but in the cases of persons engaged in 
manual labor and those who are unable to submit 
to the necessary restrictions of conservative therapy 
early operation should be considered. 

Anterior transposition of the ulnar nerve is an 
aid to end-to-end suture in gross lesions with ex- 
tensive loss of continuity, and the form of neurolysis 
indicated for all incomplete lesions of the nerve in 
the postcondylar groove. After exploration in the 
postcondylar groove the ulnar nerve should never 
be returned to the original bed, but should be dis- 
placed forward and buried deeply in the muscles to 
prevent abnormal tension or friction. The operative 
technique includes: 

1. Liberation of the nerve trunk in the lower third 
of the upper arm, in the groove, and in the upper 
third of the forearm. In the latter site, access is 
gained by splitting the line of fusion of the heads of 
origin of the flexor carpi ulnaris. The proximal nerve 
branches must be carefully freed to mobilize the 
trunk fully. A fine branch to the elbow joint must 
be sacrificed, but branches to the flexor carpi ulnaris 
and flexor profundus digitorum which arise in the 
lower part of the groove must be preserved. These 
twigs are stripped up in the proximal direction from 
within the sheath of the parent nerve and also 
stripped distally to increase their extramuscular 
course. In this way kinking is avoided and the 
ulnar trunk can be displaced well in front of the 
condyle. 

2. Construction of a new nerve bed in a deep 
intramuscular plane by: (a) division of the super- 
ficial fibers of the forearm flexors taking origin from 
the internal condyle, or (b) detachment and turning 
down from the condyle of a tongue-shaped muscular 
flap. 

3. Excision of the intermuscular septum at the 
point where the nerve trunk crosses in passing for- 
ward in the upper arm, to prevent bow-string action 
of the nerve over a tense fascial bridge. 

Wa tter C. Burket, M.D. 
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Ballance, Sir C., Colledge, L., and Bailey, L.: 
Further Results of Nerve Anastomosis. Brit. 
J. Surg., 1926, xiii, 533. 

The authors report the results of experimental 
studies of peripheral nerve suture. In some of their 
experiments the central and peripheral ends of di- 
vided nerves were implanted at varying distances 
apart into a neighboring normal nerve (double lat- 
eral implantation). In others, the divided nerve 
trunks were anastomosed by suture in crosswise 
fashion. 

Following double lateral implantation the time 
required for the recovery of function varied with 
the distance between the implanted nerve ends and 
possibly also with the method of implantation used. 
In the case of a small rhesus monkey in which the 
distance between the two ends of the musculospiral 
nerve (axilla to elbow) implanted into the median 
nerve was 8% cm., all of the forearm muscles con- 
tracted to a medium faradic current fifteen months 
after the implantation, while in the case of a grey- 
hound in which the two ends of the external pop- 
liteal nerve were implanted 5 cm. apart into the 
internal popliteal nerve, a medium faradic current 
produced strong contractions in the tibialis anticus 
with extension of the ankle but only weak extension 
of the toes at the end of ten months. With regard to 
the latter experiment, the authors call attention to 
the fact that toe extension is normally weak in the 
dog. 

After functional recovery following double lateral 
implantation a given faradic current caused less and 
less response as the stimulation proceeded from the 
central to the peripheral segment of the nerve. This is 
the so-called ‘“‘avalanche” phenomenon. According to 
Durante, functional restoration may occur while the 
nerve-fiber regeneration is still incomplete. Hence 
the function of conductivity must be distinguished 
from that of excitability. The difference in func- 
tional activity of the fibers in the central and periph- 
eral nerve segments depends upon the degree’ of 
regeneration attained. 

The authors are as yet uncertain whether trans- 
verse or median incisions in the receiving nerve are 
best for the implantation. When median incisions 
are made there is a tendency, as in the case of double 
lateral implantation of the external popliteal nerve 
into the internal popliteal nerve, for the two ends 
of the divided nerve to connect with fibers originally 
belonging to both nerves so that, on proximal 
stimulation of either nerve, there may be a mixed 
flexor and extensor response with one movement 
more marked than the other. When transverse in- 
cisions are made, a portion of the normal nerve is 
cut off from both distal and proximal previous con- 
nections and this isolated band of nerve fibers, to- 
gether with the connective tissue of the sheath, 
undergoes cellular proliferation with the formation 
of new tissue through which nerve fibers penetrate 
or develop and ultimately produce a functional union 
between the two ends of the implanted nerve. There- 
fore on faradic stimulation of the proximal segments 
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Diagrams of the methods employed in double lateral 
implantation for fixing the ends of a divided nerve to a 
neighboring nerve. A, Two transverse incisions were made 
in the side of the normal nerve for about one-third of its 
diameter. The ends of the divided nerve were fixed into 
the incisions by one suture of iron-dyed silk, linen thread 
or catgut. The sutures were the finest obtainable (arterial 
size), and were threaded on the finest needles. The at- 
tempt was always made to suture sheath to sheath, but it 
is not claimed that this was always accomplished. B, 
Implantation of the ends of the divided nerve into median 
incisions made in the normal nerve. Fixation was effected 
by “muscle varnish” without sutures. C, Implantation of 
the ends of the divided nerve into median incisions made 
in the normal nerve. Fixation was effected by ‘“ muscle 
varnish” and by one suture. Hach suture passed through 
the sheaths of both nerves half an inch from the end of the 
divided nerve. 


of the implanted and the normal nerves in such an 
experiment, pure effects of flexion and extension of 
the ankle and toes have been observed. This prob- 
ably does not occur in every case, however, since 
nerve fibers have a spiral arrangement in a nerve 
trunk. Hence what appears to be clearly exhibited 
in a microscopical drawing may not indicate the 
true functional connections of the nerve fibers. 

In nerve anastomosis the passage of the needle 
and suture through the neurilemma only, al- 
though theoretically desirable, is not essential to 
success. In end-to-end suture it is impossible and 
of no practical importance to bring corresponding 
nerve fibers into contact. 

The authors have no preference for any special 
suture material. All sutures (catgut, silk, or linen 
thread) are dead foreign material and as such are 
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absorbed. A living muscle varnish which will hold 
the anastomosed nerves without sutures may be 
made by pounding in a sterile mortar with a pestle 
finely divided living muscle with a few drops of 
sterile salt solution until a sticky mass is formed. 
The authors give the details of the functional and 
microscopic study of twelve experimental nerve 
sutures including: (1) double lateral anastomosis of 
the divided external popliteal nerve to the internal 
popliteal nerve in seven cases, of the ulnar to the 
median nerve in one case, and of the median to the 
ulnar nerve in two cases; and (2) crosswise anasto- 
mosis of the median and musculospiral nerves in one 
case, and of the internal and external popliteal nerves 
in one case. Wa ter C. Burkert, M.D. 


Perrotti, G.: An Experimental Study of ‘Trans- 
plantation of Nerves (Ricerch sperimentali sul 
trapianto deinervi). Asm. ilal. di chir., 1925, iv, 855. 

In experiments in nerve transplantation performed 
on dogs, Perrotti found that homotransplants of 
nerves preserved in alcohol take without any con- 
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siderable connective tissue reaction. At the end of 
six months they are permeated by nerve fibers com- 
ing from the central fragment of the nerve, but 
neurotization, and especially the maturation of 
myelin, is not yet complete. 

Schwann’s cells in the central and peripheral 
fragments take an active part in the process of 
neoformation. And after several months, cells anal- 
ogous to Schwann’s cells can be seen in the trans- 
plant. As the neurotization progresses, the impair- 
ment of function is gradually corrected. The 
excitability and conductibility of the nerve on 
faradic stimulation becomes re-established. 

Heterotransplants always undergo absorption. 
The enclosure of the transplant in a tube of preserved 
artery is contra-indicated-as a primary operation at 
the time of the transplantation, but may be tried 
secondarily if the transplant becomes surrounded 
by extensive firm adhesions. 

To obtain good results in transplantation, careful 
attention to the details of technique is essential. 

Auprey G. Morcan, M.D. 
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CHEST WALL AND BREAST 


Walzel-Wiesentreu, P., and Starlinger, F.: Sub- 
sequent Examinations of Patients Treated for 
Mastitis in a Period of Twenty Years (Nachun- 
tersuchungen an im Laufe von 20 Jahren an der 
Klinik behandelten Brustdruesenentzuendungen). 
Deutsche Ztschr. f. Chir., 1925, exci, 336. 

The investigation reported in this article was made 
to determine how many of the patients treated for 
mastitis at the von Eiselsberg Clinic during the last 
twenty years subsequently developed carcinoma of 
the breast. Only ninety-eight (11 per cent) of the 
1,456 patients returned for re-examination. Al- 
though the mastitis had occurred a long time pre- 
viously and although 30 per cent of the women are 
now in the cancer age, the secondary development 
of cancer was not demonstrated in a single instance. 
In the great majority of the cases, radiating incisions 
were made according to Angerer’s method, but as 
these had poor results as regards healing, function, 
and cosmetic outcome, Bardenheuer’s procedure is 
regarded as preferable for the treatment of diffuse 
mastitis. GravHan (Z). 


Cheatle, Sir G. L.: Desquamative and Dysgenetic 
Epithelial Hyperplasias in the Breast: Their 
Situation and Characteristics. Brit. J. Surg., 
1926, xiii, 509. 

There appears to Cheatle to be a definite sequence 
of events in the epithelial changes in the breast that 
end in carcinoma, but every event in the sequence 
may not occur invariably. Papilloma, for instance, 
may be absent and its place taken by a sessile and 
non-papillomatous growth. One or more of these 
stages may be absent in the development of acute 
carcinoma. 

It is most significant that the different epithelial 
changes Cheatle describes have a cémmon site or 
origin, namely, the acini and terminal ducts. 

It is important to realize that the chain of events 
may be interrupted at any point as the result of 
intrinsic biological changes in the cells or extrinsic 
factors such as variations in the exciting cause. The 
interruption may render the process latent or result 
in its subsequent degeneration and disappearance. 

The sequence of events to which Cheatle calls 
attention begins with what he terms ‘‘desquamative 
epithelial hyperplasia” and passes on to an epithelial 
hyperplasia which is not desquamative and which 
he terms “‘dysgenetic epithelial hyperplasia.” In- 
cluded in the latter and following desquamative 
epithelial hyperplasia are epithelial changes which 
occur in the following sequence: 

1. A condition in which the epithelial cells retain 
their normal structure and produce papillomata 
confined within the acini and terminal ducts. 


2. An epithelial hyperplasia in which the indi- 
vidual cells are showing signs of beginning malig- 
nancy—nuclear hyperchromatosis, variation in size 
of the cells, and mitoses—but the process is still 
confined within the acini and terminal ducts and has 
not extended into the surrounding connective tissue. 
This is the state which immediately precedes car- 
cinoma and hence is the ‘‘ precancerous state.” 

3. A more advanced condition in which, in addi- 
tion to the cell changes, the process has extended 
beyond the walls of the acini and terminal ducts and 
has invaded the surrounding connective tissue. 

The fact that one or more of the various epithelial 
changes, particularly the precancerous state, is found 
in the center of the fully developed carcinoma is 
most significant. 

The events described by Cheatle as ocurring in 
the breast are identical in time and sequence with 
those occurring in the skin of man and mice after 
the application of tar. Joun J. Maroney, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Holman, E.: The Etiology of Postoperative Pul- 
monary Abscess. Ann. Surg., 1926, |xxxiii, 240. 


Postoperative pulmonary suppuration probably 
has its origin less often in the aspiration of blood 
and mucus than in the setting free of a septic embolus 
in the blood stream. In experiments performed by 
the author, complete plugging of the smaller bronchi 
by infected material after scarification of the bron- 
chial wall failed to cause lung abscess, whereas the 
injection of infected emboli into the jugular vein 
produced such an abscess in fifteen of twenty-one 
attempts. 

Clinical evidence also supports the embolic theory 
since the symptoms of a lung abscess occurring after 
tonsillectomy do not develop until from six to nine 
days after the operation, the patient being in ap- 
parently good health during the interval. 

The reason for the failure of an infected foreign 
body in the bronchus to produce an abscess of the 
lung and the power of an infected embolus to cause 
such an abscess may be that infected material in a 
bronchus is surrounded by healthy tissue with a 
normal blood supply, while an infected embolus in- 
terferes with or completely cuts off the blood supply 
and thereby lessens the resistance of the tissues to 
the bacteria. 

In operations about the mouth, the thrombi in the 
smaller vessels are easily infected. Infected emboli 
may be sucked into the jugular vein by reason of 
the negative pressure in this vessel. Frequent mo- 
tion and muscular contraction in the pharynx may 
also aid in detaching thrombi from the field of 
operation. Wirttam A. Bras, M.D. 
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HEART AND PERICARDIUM 


Cutler, E. C.: The Surgical Aspect of Mitral 
Stenosis. Arch. Surg., 1926, xii, 212. 

Cutler has found that certain cases of mitral 
stenosis may be relieved by surgery. The mortality 
is 80 per cent, but this is no higher than that of 
the first operations performed on the stomach. 

In the earlier technique, a ‘“‘cardiovalvulotome”’ 
was used. This is an instrument composed of tub- 
ing, the distal portion of which can be approximated 
to the shaft of the instrument. The tip is a blunted 
point, the cutting edges are arranged like those of 
shears, and the shaft is of the same size throughout. 
The tip of the instrument was introduced through 
the ventricle into the auricle, the blades resting 
above and below the shelf of sclerosed valve, and 
as the handle was telescoped the blades were ap- 
proximated and a segment of the valve was excised. 
The only difficulty experienced with this instrument 
in experiments on dogs was its accurate placement 
against the valve. 

The instrument now being used, the “cardio- 
scopic valvulotome,” is a modification of the in- 
strument devised by Rhea and Walker and similar 
to a cystoscope. In man, the operative technique 
is as follows: 

A long incision is made in the midline anteriorly 
from the second rib to the mid-epigastrium and 
carried to the sternum and through the linea alba. 
The ensiform is then excised and the sternum split 
with a saw to the second interspace, where it is cut 
transversely. The split halves of the sternum are 
opened out, the pleura are dissected away laterally, 
the pericardium is opened anteriorly, and the dia- 
phragm and inferior pericardium are split for 2 or 
3 in. toward the crus. Parallel mattress sutures are 
then placed in the wall of the left ventricle and 
crossed, the myocardium is incised, and the car- 
diovalvulotome is inserted. 

After the withdrawal of the instrument one or 
two Lembert sutures are used to close the opening 


in the muscle. Bleeding is prevented by drawing ° 


the mattress sutures against each other. 

Five clinical cases have been operated upon in 
this manner. There were no deaths on the operating 
table and one patient seems to have been somewhat 
benefited. Howarp A. McKnicut, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Jackson, C.: Why Does Not the Thoracic Surgeon 
Cure Cancer of the @sophagus? Arch. Surg., 
1926, xii, 236. 

Notwithstanding the fact that cancer of the 
thoracic oesophagus is a mild lesion which for a long 
time remains a strictly local process, the thoracic 
surgeon has made little progress in its cure because 
he never sees the cases at an early stage when a 
surgical cure is still possible. 

The diagnostic measures advocated in the text- 
books for first or exclusive use are always negative 


in the early stages. The history is useless since a 
cancer of the oesophagus may be present in a patient 
who has had dysphagia for only a few days and, on 
the other hand, some patients give a history of 
dysphagia for as long as twenty years. Inferential 
exclusion of cancer would be wrong in both cases. 
A history of intermittent stoppage of food is sup- 
posed to indicate oesophageal spasm, but inter- 
mittent dysphagia is present in all cases of cancer 
at some stage in the development of the lesion. 

Blind bougienage is always negative early be- 
cause it depends upon obstruction and cancer of the 
oesophagus is never sufficiently obstructive for this 
test in the early stages. In a loose, resilient, re- 
dundant tube like the oesophagus, it takes a large 
growth to cause obstruction. A sloughing cancer 
may not be obstructive even in the late stages. 
Moreover, the bougie may be stopped by a normal 
fold or a non-malignant stenosis; it may become 
bloody from contact with the normal mucosa; and 
it may become fouled by septic lymphoid tissue in 
the pharynx. Bougienage is an inferential method 
which, at best, is late and inconclusive in its find- 
ings and may be fatal. 

There are only two safe and certain methods for 
the early diagnosis of oesophageal cancer, namely, 
roentgen-ray examination and oesophagoscopy. 

The cure of cancer of the oesophagus depends 
upon an early diagnosis. This is possible only with 
the cesophagoscope. There is good reason for be- 
lieving that when every patient with supposed 
‘“‘globus hystericus” or the slightest subjective ab- 
normality in swallowing is examined promptly with 
the cesophagoscope, the thoracic surgeon will obtain 
a cure in a good percentage of cases of cancer of the 
ocsophagus. A cancer no larger than an orange seed 
can be diagnosed just as positively in the oesophagus 
as on the cervix. Howarp A. McKnicut, M.D. 


Fischer, H.: (sophageal Implantation into the 
Stomach After Intrathoracic Resection of the 
(sophagus for Carcinoma: A New Method. 
Arch. Surg., 1926, xii, 241. 

In the author’s technique for intrathoracic resec- 
tion of the oesophagus for carcinoma and its implan- 
tation into the stomach, the thorax is opened by the 
usual incision in the eighth or ninth intercostal 
space from the chondrocostal juncture to the scap- 
ular line, and under differential pressure the pleural 
cavity is widely opened and the field explored. 

If the condition is operable, the oesophagus with 
the tumor is bluntly isolated from the covering of 
mediastinal fatty connective tissue and pulled for- 
ward by means of a piece of rubber tubing or gauze 
looped around it. The pleural cavity and the sur- 
face of the lung are then walled off by means of large 
silk compresses soaked in warm, sterile olive oil 
and these compresses are covered with gauze wet 
with hot physiological salt solution. If the vagi 
nerves are adherent to the tumor, both are cut. 

The next important step is the supradiaphrag- 
matic phrenicotomy advocated by Sauerbruch. The 








448 INTERNATIONAL ABSTRACT OF SURGERY 


left nerve is isolated and cut where it reaches the 
diaphragm. Thisimmediately relaxes the diaphragm. 
The diaphragm is then caught up between two for- 
ceps and an incision is made in the direction of its 
fibers. At the same time, the peritoneum is opened. 
The incision is then prolonged upward to the cardia 
and downward to the insertion of the twelfth rib and 
the stomach is pulled up into the thorax. In order to 
mobilize the stomach to the extent necessary for its 
contemplated anastomosis with the stump of the 
jwsophagus the small and large omentum are tied 
and severed. 

The lower portion of the qsophagus is then 
bluntly freed from its bed. ‘Two crushing Payer for- 
ceps are applied to the @sophagus below the tumor, 
the crushed portions are tied by a silk ligature, and 
the asophagus is divided between them with a 
cautery. The cardiac stump is then inverted into 
the stomach by Doyen’s method. The same pro- 
cedure is repeated several centimeters above the 
tumor. This finishes the resection. 

In the next step the fornix of the stomach is 
caught up with two Allis clamps and brought into 
contact with the oesophagus 4 or 5 cm. above its cut 
end, where it is fastened to the stomach wall by 
several chromic gut sutures on its sides and posterior 
wall. A seromuscular flap twice as wide as the 
diameter of the cesophagus and with its base down- 
ward is then outlined. The base of the flap must 
reach 2 cm. below the tied end of the oesophagus. 
One centimeter above the base of the reflected flap 
a small transverse incision is made in the sub- 
mucosa, and the mucosa and stomach are opened. 
The asophagus wall is fastened by sutures to the 
submucosa and the oesophagus stump is introduced 
into the stomach. 

The lower edge of the submucosa-mucosa incision 
is sutured to the anterior wall of the stomach, the 
flap is reflected onto the anterior surface of the 
oesophagus and sewed into place, and the anasto- 
mosis is finished with a broad Lembert suture of the 
serous coat of the stomach covering the flap. The 
edges of the incision into the diaphragm are then 
carefully sutured to the stomach and the thora- 
cotomy wound is closed. 

Howarp A. McKnicut, M.D. 


Bérard, L., and Mallet-Guy, P.: Routes of Access 
to the Thoracic H@sophagus; Dissection of the 
Costovertebral Pleura (Voies d’accés de l’oeso- 
phage thoracique; le décollement de la plévre costo- 
vertébrale). Lyon chir., 1925, xxii, 457. 

The suprabronchial part of the oesophagus can be 
readily approached through the neck, but the sub- 
bronchial part must be approached from in front by 
thoracotomy or from behind by posterior mediasti- 
notomy. ‘The latter extends from the fourth to the 
eleventh dorsal vertebra in a sheath closed in front 
and at the sides and open behind. This sheath is 
made up in front of the fibrous pericardium which 
continues onto the aorta and on the sides by the 
mediastinal pleure. Posterior mediastinotomy fur- 


nishes a good route of access to the cesophagus 
through the posterior opening in its sheath, but is 
associated with serious danger of tearing of the 
parietal pleura in its dissection from the vertebri: 
and ribs. 

The authors made a study of the adhesion of the 
parietal pleura in cadavers, using only subjects that 
were free from pleural lesions. By injecting methy- 
lene blue into the subpleural tissue under known 
pressure, they found that the parietal pleura shows 
different degrees of adhesion at different points in 
the thorax. The most adherent zone may be de- 
scribed as a narrow vertical band along the costo- 
vertebral articulations with teeth like the teeth of 
a comb extending inward, along the necks of the 
ribs to a distance of about 244 cm. The remainder 
of the pleura is readily detachable. The adherent 
zone requires a pressure of about 70 cm. of water 
to detach it, while the remaining area requires a 
pressure of only about 20 cm. of water. The adher- 
ent and detachable zones are shown in a diagram. 

To overcome the danger of tearing the pleura in 
the adherent zone the authors recommend making 
the dissection in the layer of cellular tissue which is 
interposed between the vertebral ligament and the 
pleura. Instead of being made between two fragile 
tissues—the pleura and the plane containing the 
vessels and nerves—it should be made between a 
fragile layer and one that is uniformly resistant on 
which the dissecting instrument can act without 
danger. The pleura, when freed from its vertebral 
adhesions, is covered by the layer of cellular tissue 
containing the azygos vein, the intercostal arteries, 
the sympathetic chain, and the splanchnics. At 
certain points this layer is attached to the deeper 
layer by small veins. The latter must be cut in the 
dissection described, but they are not numerous or 
large enough for their section to have serious con- 
sequences. Auprey G. Morcan, M.D. 


Mosher, H. P., MacMillan, A. S., and Motley, F. E.: 
A Clinical and Pre-Operative Study of the 
Thymus in Children of the Tonsil and Adenoid 
Age. Laryngoscope, 1926, xxxvi, 1. 

In 1924, following a thymic death, it was made a 
routine procedure in the Throat Department of the 
Massachusetts General Hospital and the Massa- 
chusetts Eye and Ear Infirmary to examine with 
the roentgen ray the chests of all children between 
1 and 16 years of age prior to tonsil and adenoid 
operations. A series of 4,820 consecutive roentgeno- 
grams made during the years 1924 and 1925 showed 
that 7 per cent of the children had an enlarged 
thymus. It was possible, by this method of ex- 
amination, to distinguish the enlarged thymus from 
enlarged tuberculous glands in the mediastinum. 
Broad mediastinal glands were found in only 7 per 
cent of a series of patients known to be tuberculous. 
Crying did not enlarge the thymus while the roent- 
genograms were being made. 

Blood changes were not great enough to be diag- 
nostic, but in the cases of enlarged thymus there 
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was a slight lymphocytosis. X-ray therapy made 
no change in the blood count. Physical examination 
was successful in revealing enlargement of the 
thymus in 25 per cent of the cases in which both 
methods of examination were used. In 1 per cent 
of the cases treated with the X-ray the mediastinal 
shadow was not reduced and a diagnosis of some 
other pathological condition was made subsequently. 
WitiraM FI. SHAckLeton, M.D. 


MISCELLANEOUS 


Yates, J. L.: The Significance of the Vital Capacity 
in Intrathoracic Therapy. Arch. Surg., 1926, xii, 
257- 

Estimations of vital capacity are helpful in diag- 
nosis, prognosis, the determination of the effects of 
treatment, and the measurement of ultimate results 
because they indicate the effectiveness of the basic 
function, external respiration. 

For effective treatment of intrathoracic diseases 
the vital capacity must be kept at the highest level 
possible under the circumstances by protection of 
the structures and the activities of the structures 
that establish and control external respiration. 

The delivery of blood through the bronchial and 
pulmonary arteries is controlled by the functional 
activity of the lungs which is proportional to the 
vital capacity. The resistance, defense, growth, and 
repair of intrathoracic structures and of the organism 
as a whole are proportional to the vital capacity. 
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Provided the circulatory apparatus is relatively 
competent, compensatory emphysema occurs with 
internal or external pulmonary deflation collapse 
and compression whether the latter are developed 
gradually and spontaneously or provoked abruptly 
and artificially. 

Compensatory emphysema is a purposeful bio- 
logical response to pulmonary deflation, collapse, 
and compression, which provides margins of safety 
in external respiration. 

The breathing apparatus is a passive agent in the 
production of compensatory emphysema. 

The circulatory apparatus is the active agent pro- 
ducing compensatory emphysema following defla- 
tion, collapse, or compression, and maintaining the 
degrees of inflation during periods of rest and of 
physiological emphysema during periods of activity 
which are optimal for external respiration. 

The means whereby the active agent, the circula- 
tory unit, maintains the degrees of inflation in the 
passive breathing unit essential to external respira- 
tion under normal conditions and develops requisite 
compensatory emphysema to safeguard external 
respiration in the presence of pulmonary deflation, 
collapse, and compression is an air-cell capillary gear 
intermeshing with the breathing and circulatory 
mechanisms. 

The chief therapeutic requirement in intrathoracic 
disease is protection of the circulatory unit, since this 
entails relief of lesions in the breathing unit. 

Ilowarp A. Mcknicur, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Pollosson, E., and Comte, H.: Chronic Abdominal 
Torsion of the Great Omentum (Torsion ab- 
dominale chronique du grand épiploon). Lyon chir., 
1925, XXii, 513. 

The authors report the case of a man of 62 years 
who, for fifteen years, had had an inguinal hernia 
on the right side, which he kept in place with a 
bandage. About three months before he consulted 
the authors he began to have increasingly severe 
and frequent attacks of pain in the epigastric region. 
Because of the consequent loss of weight and the 
consistency of the right testicle, one physician made 
a diagnosis of cancer of the testicle and attributed 
the abdominal tumor to invasion of the glands. 

On the patient’s admission to the hospital he was 
pale and emaciated. In the right iliac fossa there 
was a tumor the size of an orange, which was elon- 
gated obliquely upward and outward. The right 
testicle was hard and covered by a thickened tunica 
vaginalis, and the epididymis was greatly increased 
in size. As far as the inguinal ring, the cord was the 
size of a thumb. When the abdominal tumor was 
moved the testicle moved with it. 

Patel rejected the diagnosis of tumor of the testi- 
cle, believing the condition to be due to intra- 
abdominal torsion of the omentum associated with 
an old hernia. Operation showed this diagnosis to 
be correct. As direct intra-abdominal liberation of 
the mass was dangerous, castration was decided 
upon. In this operation the testicle and cord were 
used as guides. Because of the sac of the hernia, 
which descended to the testicle, the intra-abdominal 
mass of omentum was removed easily. Uneventful 
recovery followed. 

The torsion occurred around an upper fixed point 
formed by the insertion of the omentum on the 
colon and a lower fixed point produced by the pa- 
tient’s bandage. The upper pedicle was about the 
size of a lead pencil, and the lower one about the 
size of a thumb. The hernia was practically cured. 

Movements of the abdominal mass were trans- 
mitted to the testicle. The testicle was large and 
heavy, and the adherent epiplocele suggested a 
large cord. The abdominal tumor, however, was 
superficial and gave the impression that it was at- 
tached to the anterior wall, being distinguished in 
this from the masses of ganglia which accompany 
tumors of the testicle and are more median and 
deeper since they are retroperitoneal. The previous 
existence of a hernia was also a point in favor of 
Patel’s diagnosis. ; 

Castration may seem severe in such a case, but it 
is so advantageous that it is indicated when the age 
of the patient justifies it. It permits rapid operation, 


easy liberation of the omental mass in the abdomen, 
and solid reconstruction of the walls. Without it 
in the case reported liberation of the hernial sac 
from the elements of the cord would have been 
difficult and tedious. Auprey G. Morcan, M.D. 


GASTRO-INTESTINAL TRACT 


Klein, E.: Gastric Motility: I. The Origin and 
Character of Gastric Peristalsis. Arch. Surg., 
1926, xii, 571. 

Klein, E.: Gastric Motility. II. The Conduction 
of the Gastric Peristaltic Wave. Arch. Surg., 
1926, xii, 583. 

The experiments reported were performed on 
dogs. The vagus nerves were divided just as they 
emerged through the diaphragm. 

The section was performed as high up as possible 
in order to reach a point above that at which the 
branches are given off. Even so, later necropsies 
occasionally showed that a branch was given off in 
the chest and that this branch, passing down inde- 
pendently of the main trunks, had not been severed. 
As this work was concerned, not with the effects of 
vagus section, but rather with motility, such an 
occasional finding did not vitiate the results. 

A transverse upper abdominal incision under 
light ether anzsthesia was usually made one week 
after vagus section. The stomach was left in its 
natural surroundings. All exposed surfaces were 
kept moist by the continuous drip of physiological 
sodium chloride solution at body temperature. 

An attempt was made to see the stomach while it 
was at work under ether anesthesia just sufficient 
to abolish consciousness. In the majority of the 
experiments, the peristalsis was studied from seven 
to ten days after the section of the vagi. 

From the findings of these experiments, the follow- 
ing hypothesis seems justified: The gastric wave 
starts at a nodal center on the lesser curvature near 
the cardia. The impulse passes down along the 
lesser curvature and as it reaches each point on the 
lesser curvature the entire circular ring at that level 
contracts and the peristaltic wave passes down. At 
the re-entrant angle there is a nodal center for the 
muscular activity of the antrum. Irritating lesions 
on the lesser curvature may cause a persistent con- 
traction of the circular muscle at the level of irrita- 
tion. Excision or destruction of a portion of the 
lesser curvature disturbs the orderly conduction and 
beyond that level peristalsis is weakened. The 
impulse reaches the muscle distal to the lesion by 
passing down along the lateral and greater curva- 
tures. A segmental or sleeve resection is followed 
by a complete block in conduction and the estab- 
lishment of an independent rhythm beyond the level 
of the suture line. Morris H. Kann, M.D. 
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Mazzanti, C.: The Action of Splenic Extracts on 
the Movements of the Digestive Tract (L’azione 
degli estratti splenici sui movimenti del tubo dige- 
rente). Sperimentale, 1925, \xxix, 741. 

In recent years there has been a theory that in- 
testinal peristalsis is brought about by hormones. 
These hormones are believed by some to be secreted 
by the wall of the intestine and by others to be 
secreted by the spleen. To determine whether, in 
the investigations previously reported, the apparent 
stimulation of peristalsis was due to the splenic 
extract or to the methods employed, the author per- 
formed a series of experiments on dogs and cats and 
on isolated intestines placed in Ringer’s solution, 
sometimes using a splenic extract obtained from 
the same species of animal and sometimes using an 
extract obtained from cattle. 

It was found that fresh extract had little or no 
effect on peristalsis. Mazzanti therefore concludes 
that no peristaltic hormone is elaborated or stored 
in the spleen. The extracts employed had a normal 
hydrogen-ion concentration. When the hydrogen- 
ion concentrations were raised progressively above 
the normal, pH=7.4, an increase and decrease of 
tonus alternated almost rhythmically. Extracts of 
normal hydrogen-ion concentration did not begin 
to have any effect on peristalsis until they were 
several days old and processes of autolysis and putre- 
faction had begun. Mazzanti therefore concludes 
that the action on peristalsis is due to the cholin and 
histamin produced in the course of putrefaction. 
These organic bases are contained in very small 
amounts in fresh extracts of organs, but increase in 
quantity as putrefaction progresses. 

Aubrey G. Morcan, M.D. 


Ciminata, A.: Gastric Secretion: A Contribution 
on Physiological Surgery of the Stomach (La 
secrezione gastrica; contributo di chirurgia fisiologica 
dello stomaco). Arch. ital. di chir., 1925, xi, 549. 

Ciminata reviews the work of Pawlow, Heiden- 
hain, and others on gastric secretion and describes 
in detail the technique of his own experimental 
work in which he isolated a part of the stomach by 
Pawlow’s method and studied the secretion through 
a fistula. He gives curves and tables showing his 
findings. He discovered that there is a direct rela- 
tion between the percentage of water contained in 
a given food and the amount of gastric juice secreted 
after its ingestion. Milk and meat, which are 84 
per cent and 74 per cent water respectively, produce 
the greatest amount of gastric juice. Dry bread, 
in which the water content is only 34 per cent, pro- 
duces a smaller amount. 

There is also a relation between the quantity of 
juice and the latent period. The shorter the latent 
period the more abundant the juice. Meat gives a 
minimal latent period and a large quantity of juice, 
while dry bread gives a maximal latent period and 
a small quantity of juice. 

Some foods (meat, potatoes) cause maximal se- 
cretion in the first hour after their ingestion, while 


others (milk, bread, rice) cause maximal secretion 
later. Some foods (bread, bread and water) cause 
secretion for a long time after their ingestion, while 
others (meat, milk, potato) cause it for a shorter 
time. Water by itself causes a slight secretion for a 
short time. 

The acidity of the juice is dependent upon the 
rapidity of secretion and not upon the kind of 
food. The peptic power of the juice is dependent 
upon the kind of food; it is greatest for bread, less 
for meat, and least for milk. 

The complexity of the secretory process of the 
stomach is due to an adaptation of the activity of 
the glands to the quality of the food. Most foods 
contain greater or less amounts of the elements 
which stimulate secretion. The energy with which 
the glands respond by secretion depends upon the 
amount of stimulating elements in the food. Water 
stimulates secretion and as a constituent of foods 
serves to release the chemical stimulating sub- 
stances mentioned. In addition to these chemical 
substances which stimulate secretion there are also 
psychic reflex effects. The psycho-reflex secretion 
is promoted by nervous stimuli which run along the 
fibers of the vagus. Chemical secretion also is pro- 
moted by nervous stimuli, but the author is con- 
vinced that the centers for these stimuli do not lie 
in the brain, medulla, coeliac plexus, or abdominal 
sympathetic, but solely in the wall of the stomach. 

Fats disturb secretion, inhibiting by an antago- 
nistic reflex the reflex excited by the chemical stim- 
ulants which bring about secretion. 

Acidity does not vary with the kind of food. 
Acidity is greater or less, depending upon whether 
the juice is more or less neutralized by mucus. This 
neutralization depends upon the intensity of the 
secretion of mucus and the rapidity of the secretion 
of gastric juice. If the secretion is slow, the juice 
will be more neutralized with mucus. 

Hypo-acidity may be due to excessive secretion 
of mucus or decreased secretion of gastric juice. 
Certainly there is a physiological equilibrium be- 
tween the secretion of mucus and the secretion of 
gastric juice. A disequilibrium between the two se- 
cretions with decreased secretion of mucus would in- 
crease the acidity of the gastric juice because the 
juice would be less neutralized. This is the only 
sense in which it is possible to speak of hyperacidity. 
The peptic power of the gastric juice varies with the 
kind of food. The secretion of pepsin, or more 
properly speaking, its elaboration in the gland cells, 
is governed by special nerve fibers which are not 
those of gastric juice secretion. The secretion still 
remains unsettled as to whether the stimulus to se- 
cretion may come directly to the gland cells by way 
of the blood. Ciminata’s results, like those of Sanotz- 
ky and other investigators, were negative. 

In studying the question as to whether gastric 
secretion is continuous, Ciminata came to the con- 
clusion that it is dependent upon the stimulus of 
taking food into the stomach. 

Auprey G. Morcan, M.D. 
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Boas, I.: The Diagnosis and Treatment of Diseases 
of the Stomach (Diagnostik und Therapie der 
Magenkrankheiten). Ed.9. 1925: Leipzig, Thieme. 

Boas’ excellent handbook has undergone exten- 
sive revision and amplification. The chapter on 
general methods of examination contains a wealth 
of information of value to the surgeon. In Boas’ 
opinion, gastroscopy is not likely to win immediate 
general favor and will be found of value chiefly for 
the better recognition of gastric ulcer. As a prac- 
tical method for the early diagnosis of carcinoma it 
is of no aid. 

Surgeons will find most interesting the author’s 
views as to the indications for operation. [For cases 
of hemorrhage Boas recommends operative inter- 
vention only if bleeding which has been arrested by 
internal remedies once with great difficulty begins 
anew. ‘The operation for the arrest of the second 
hemorrhage should be performed when the hemor- 
rhage is in its initial stage. 


In the chapter on peptic ulcer of the stomach and 


duodenum Boas says that surgical as well as non- 
surgical treatment must be given early. In _per- 
foration, the responsibility for an early diagnosis 
rests with the physician into whose care the patient 
first comes. When the opportunity for early opera- 
tion is missed, the prospects for a successful result 
are less favorable. 

Boas’ position with regard to chronic ulcer is 
presented in the following words: “‘As internists we 
share with the surgeon the responsibility for the 
outcome of a surgical operation as it rests with us 
to make as accurate a diagnosis as possible and 
weigh the hoped-for results against the dangers of 
the operation with some degree of exactitude. .. . 
In the case of a patient who has lost all the blood 
he can afford to lose or who is already weakened and 
lacking in resistance from numerous unsuccessful 
courses of treatment and narcotics, we cannot ask 
the surgeon to undertake an operation which, even 
under the best of circumstances, is a serious pro- 
cedure.” 

Although in each case there are special indications 
which must be taken into consideration, Boas be- 
lieves that, in general, operation is indicated under 
the following circumstances: 

1. When several systematic and prolonged courses 
of ulcer treament have failed to relieve the condition 
or have been followed promptly by recurrence in 
spite of continued care to prevent physical strain 
or dietetic error. 

2. When, in spite of systematic treatment and 
prudent behavior on the part of the patient, ex- 
hausting hemorrhages occur at brief intervals. 

3. When the patient’s circumstances do not allow 
his carrying out courses of internal treatment in a 
systematic manner. 

4. When, in spite of the numerous courses of 
treatment, continued pain in the stomach, particu- 
larly at night, makes life a burden to the patient 
and saps his capacity for work or takes away his 
strength. 
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5. When it is doubtful whether the condition is 
ulcer or carcinoma. 

6. When the ulcer is complicated by conditions 
such as pyloric or duodenal stenosis, perigastritis, 
pericholecystitis, or cholelithiasis, which are not 
curable by internal therapy. 

Methods of operation are schematically presented 
and discussed and the disadvantages of gastro- 
enterostomy are enumerated. Boas regards resec- 
tion as the procedure of choice. The diagnosis, 
differential diagnosis, and symptoms of carcinoma 
of the stomach are discussed. Boas advocates ex- 
ploratory laparotomy which ‘nowadays is not much 
in favor with internists, surgeons, or the laity.” He 
states that when physicians more generally recog- 
nize the fact that in the diagnosis of carcinoma of 
the stomach there are limits beyond which the 
knowledge of none of us can pass, the laity also will 
be more willing to submit to exploratory laparotomy, 
“It cannot be too often emphasized that it’ is the 
duty of the internist in every case of carcinoma of 
the stomach which he sees to give immediate con- 
sideration to the question of operability. . . . In 
cases suitable for resection, every day that is de- 
voted to internal treatment after the diagnosis is 
made constitutes neglect.” 

With deep X-ray treatment after palliative or 
radical operation Boas has obtained surprising re- 
sults in isolated cases. 

Syphilis of the stomach is discussed in great 
detail. 

Boas inclines toward radical methods even for 
benign stenosis of the pylorus and duodenum al- 
though experience with resection is still too brief 
for knowledge regarding the sequelae which may 
appear later. 

Boas disapproves of operation for ptosis of the 
stomach. 

The last chapter is devoted to gastric neuroses 
and their treatment. 

This book is an indispensable aid, not only to the 
internist, but also to the surgeon performing opera 
tions on the stomach. Cotmers (Z). 


Hartung, H.: Investigations on the Bleeding Time 
in Gastric Ulcer and Cancer (Untersuchungen 
ueber Blutungszeit beim Magengeschwuer und 
Krebs). Beilr. z. klin. Chir., 1925, Cxxxiv, 403. 

Measured according to the method of Duke, the 
bleeding time was found by Hartung to be con- 
siderably lengthened in cases of gastric ulcer, rang- 
ing from five to seven minutes as compared with 
the normal time of two or three minutes. It was 
not affected by operation, but was always affected 
by the intramuscular injection of 10 c.cm. of the 
patient’s own blood. ‘Three hours after such an 
injection it was considerably reduced and returned 
to the pre-operative figures only after four days. 

The injection of the patient’s blood also proved to 

be an excellent method in two cases of bleeding 

gastric ulcer. In gastric cancer the bleeding time 
varies little from the normal. 


- 





ill 
y. 
ne 
of 
n- 
[n 


_—— 





SURGERY OF THE ABDOMEN 453 


Hartung believes that the determination of the 
bleeding time will become a valuable method for 
the differential diagnosis between gastric ulcer and 
cancer. Loenr (Z). 


Crohn, B. B., Weiskopf, S., and Aschner, P. W.: 
The Healing of Gastric Ulcers. Arch. Int. Med., 
1926, XXXxvii, 217. 

In two cases in which partial gastrectomy was 
performed for gastric ulcer after a preliminary course 
of medical treatment had been given, the specimens 
removed showed the ulcers to be in the last stages 
of healing. 

The essential process of healing appears to consist 
in the filling in of the crater by the growth of firm 
granulation tissue from the sides and base of the 
ulcer and linear retraction of the sides of the lesion. 
A definite characteristic of the healing process is 
the regeneration of the muscularis coat. In the 
acute and recurrent acute types of ulcer, healing is 
generally permanent, while in the chronic type the 
healing process is usually incomplete and there is a 
tendency for the ulcer and symptoms to recur. 

In cases of so-called essential gastric haemorrhage 
the findings at operation performed soon after the 


hemorrhage may be negative but after a course of 


years a true ulcer may be demonstrated. It is possi- 
ble that the negative findings at the first operation 
are due to rapid healing of the ulcer after hamor- 
rhage. 

The rapid regression of ulcers in the intermission 
period will explain many negative findings at ex- 
ploratory laparotomy in cases with a history suggest- 
ing ulcer. Failure to demonstrate a gastric or duo- 
denal ulcer at exploratory laparotomy may there- 
fore be due to the fact that the operation is carried 
out at a period in the cycle of an acute ulcer when 
rapid regression and healing has obliterated the 
ulcer crater and rendered the lesion invisible. 

Cyrit J. Giaspet, M.D. 


Gatewood, L. C.: The Dangers and Safeguards in 
the Alkali Treatment of Peptic Ulcer. //linois 
M.J., 1925, xlviii, 491. 

The administration of large doses of alkali in the 
treatment of peptic ulcer may precipitate nephritis 
or alkalosis. Patients with nephritis are poor sub- 
jects for alkali treatment. Frequent studies of the 
blood chemistry will indicate the danger point. The 
characteristic findings are an increase in all of the 
nitrogen wastes except creatinin. The chlorides are 
usually normal. Symptoms of nephritis were noted 
in 8 per cent of the author’s cases in which alkali 
treatment was used. 

Alkalosis may appear even in patients who are 
not taking alkalies, notably those with pyloric or 
duodenal obstruction. This condition is manifested 
by nausea, vomiting, and signs of dehydration, and 
in severe cases by tetany-like manifestations with 
coma. The blood shows a decrease in the chlorides 
and an increase in the alkali reserve, the urea and 
non-protein nitrogen, and usually the creatinin. In 


this condition any further administration of alkali 
is harmful. 

In the routine administration of alkalies, especially 
bicarbonate of soda, care should be used that no 
excess is administered. Frequent tests should be 
made to establish the degree of acid secretion since 
in peptic ulcer this varies from time to time. Cal- 
cium carbonate is a valuable antacid because, in 
the abscence of free acid, it passes through the 
intestinal tract as an inert substance and does not 
produce alkalosis. After alkalosis has been checked, 
the administration of alkali may be continued with 
caution. Joun A. Worrer, M.D. 


Lehmann, H.: Late Results After Gastro-Enteros- 
tomy in Gastric and Duodenal Ulcer (Ueber 
Spaetresultate nach Gastroenterostomie bei ulcer- 
oesen Prozessen des Magens und Duodenums). 
Wien. klin. Wehnschr., 1925, Xxxvili, 509. 

Lehmann reports the late results in ninety-three 
cases of gastric and duodenal ulcer in which a 
gastro-enterostomy was done in the period between 
1913 and 1923. The patients’ own statements as 
to their condition are first considered. In some 
cases the condition seemed subject to change. The 
reports of patients frequently show great variations 
in very brief periods of time, a fact which, in the 
author’s opinion, indicates that the cause of the 
trouble was not removed. Reports on cases of 
gastric ulcer treated by resection or gastro-enteros- 
tomy are more or less momentary pictures of the 
patient’s condition at a definite time and must be 
evaluated as such. In this fact Lehmann sees the 
reason for the contradictory statements found in 
the literature with regard to the results of operations 
on the stomach. 

In the ninety-three cases reviewed by the author 
a cure resulted from the operation in sixty-seven 
and improvement in seventeen. The complications 
were vicious circle in two, postoperative hamorrhage 
in one, malignant degeneration of an ulcer not re- 
moved in one, and peptic ulcer in two. 

In spite of the favorable results that he has ob- 
tained with gastro-enterostomy, Lehmann concludes 
that the best procedure is resection. He believes 
that gastro-enterostomy becomes the operation of 
choice only in cases in which, because of local con- 
ditions, resection is too difficult or the danger is too 
great. STEGEMANN (Z). 


Balfour, D. C.: Fundamental Principles in Surgery 
of the Stomach and Duodenum: Report of 
400 Cases. Surg., Gynec. & Obst., 1926, xlii, 167. 

The author reports upon a series of 400 cases of 
operation on the stomach and duodenum with an 
operative mortality of 1 per cent. He attributes the 
favorable results to co-operation between internist 
and surgeon and the care of the patient both before 
and after operation. The danger of postoperative 
pulmonary complications was reduced by the use of 
the newer forms of anasthetics. Anasthesia was 
induced by various combinations of ethylene, ether, 
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and carbon dioxide, supplemented by block anzs- 
thesia. 

In the technique of the operation success depends 
upon adequate exposure, mobilization, absolute 
hemostasis, and the carrying out of a complete 
operation. The author invariably uses the suction 
pump to empty the stomach before completing the 
operation, and has found Devine’s method of col- 
lapse useful. 

Rest of the stomach and upper intestinal tract 
are of first importance. In cases of complicated 
resection, fluids by mouth are withheld for as long as 
four days. Balfour uses the stomach tube freely 
since he believes that such alarming signs as a quick 
pulse and anxious facies may be due merely to the 
retention of secretions. High gastro-intestinal ob- 
struction is detected in its early stages by chemical 
study of the blood, and proper methods are taken 
to combat the metabolic disturbances produced 
by it. 

In the cases reviewed, most of the duodenal ulcers 
were suitable for treatment by gastro-enterostomy ; 
direct attack on the ulcer was seldom necessary. 
When such complications as haemorrhage demanded 
more radical treatment, various types of excision 
and pyloroplasty were carried out. The author is 
not impressed with the necessity for, or the im- 
provement in results obtained by partial gastrec- 
tomy in cases of duodenal ulcer. Gastro-enterostomy 
usually gives good results, and retention vomiting 
after the procedure is rare if the stoma is large 
enough, the proximal loop long enough, and the site 
of anastomosis below the mesocolon opening. If 
vomiting occurs, it can usually be controlled with- 
out secondary operative interference. 

Partial gastrectomy is becoming more and more 
favored for chronic gastric ulcer. It is a safe opera- 
tion which insures complete removal of the lesions, 
and renders minimal the danger of malignant 
change. When the lesion can be mobilized, local 
excision by knife or cautery combined with gastro- 
enterostomy is the most satisfactory treatment. In 
a certain percentage of cases, gastro-enterostomy 
alone can be depended upon to promote healing of 
the ulcer. 

In the cases of gastric carcinoma reviewed, the 
percentage of resectibility (42 per cent) showed no 
variations from that in earlier scries, but the operation 
was performed in some cases without clinical justifica- 
tion. In forty-six operations there was only one 
death. Gastro-enterostomy was rarely performed 
because it seldom gives sufficient palliation to make 
it worth while and is often disappointing from every 
standpoint. The Billroth I operation is not suitable 
in these cases because it tends to limit the scope of 
resection. 

Although peptic ulcer rarely recurs after proper 
surgical treatment, this complication is important 
because of the difficulties surrounding its preven- 
tion, diagnosis, and treatment. Any type of opera- 
tion, even partial gastrectomy, may be followed by 
recurrence of the ulcer. 


Bastedo, W. A.: The Case Against Indiscriminate 
Surgery for Peptic Ulcer. Med. J. & Rec., 1920, 
Cxxili, 141. 

The most important surgical complications of 
gastric and duodenal ulcer are perforation, hamor- 
rhage, pyloric stenosis, and hourglass constriction. 
In addition, surgery is indicated in cases of ulcers 
which fail to heal under medical treatment. 

By the term “surgery” the author apparently 
refers chiefly to gastro-enterostomy. He does not 
discuss the comparatively new subtotal gastrectomy. 

Bastedo admits that medical treatment is asso- 
ciated with the risk of renewal or persistence of the 
ulcer symptoms, extension of the ulcer, and the 
occurrence of hamorrhage, perforation, and malig- 
nant change, but he questions whether surgery re- 
moves these menaces. In support of his view he 
refers to the occurrence of jejunal ulcer, repeated 
hemorrhage, and perforation following  gastro- 
enterostomy. 

He believes that malignant change takes place 
chiefly in the large ulcers of the posterior wall which 
adhere to the pancreas too firmly and involve too 
much of the stomach to warrant the risk of their 
removal. In cases of this type the death rate follow- 


“ing gastro-enterostomy alone is 25 per cent. After 


reviewing the statistics as to cancer development, 
Bastedo concludes that there is little preventive 
value in any type of operation. He advocates sur- 
gery, however, when the risks of operation are de- 
cidedly less than the risks of non-operative treat- 
ment. 

In conclusion, he states that from 50 to 70 per 
cent of all peptic ulcers will yield to a course of 
proper and prolonged medical treatment, and that 
only the others should be considered surgical. 

Kart G. Garstpe, M.D. 


De Takats, G.: The Surgery of Gastric and Duo- 
denal Ulcers. Ann. Surg., 1926, \xxxiii, 217. 


The author calls attention to the fact that there 
is considerable difference of opinion as to the method 
of treating chronic callous ulcer in the absence of 
definite indications for surgery such as_ pyloric 
obstruction, acute hemorrhage, or perforation. In 
the clinic of the University of Budapest, medical 
treatment is given in such cases for six weeks, but 
if the symptoms persist or recur, surgery is recom- 
mended. 

De Takats reviews the results of operations per- 
formed in the First Surgical Clinic of the University 
of Budapest on 841 cases of gastric or duodenal ulcer, 
401 cases of carcinoma, one case of sarcoma, and 
two cases of fibromyoma. Operations for perfora- 
tion or acute hemorrhage are not discussed. 

Of the 841 patients with ulcer, 676 were traced 
after the operation. The results in eighty-five cases 
in which pyloric exclusion by the von Eiselsberg 
method was done were good in 60 per cent, fair in 
1o per cent, and poor in 30 per cent. The von 
Eiselsberg operation, excision, and sleeve resection 
have now been abandoned because of their high 
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percentage of poor results and the greater tendency 
toward the development of jejunal ulcer after these 
procedures. Radical resection did not cause an 
appreciably higher mortality than simple anastomo- 
sis and is preferred to the latter not only because 
it gives better results but also because, on histo- 
logical examination of resected gastric ulcers, an 
atypical proliferation was found in the margins in 
25 per cent. 

Determinations of the acidity in 200 cases treated 
by simple anastomosis and 200 cases treated by 
radical resection showed practically no reduction in 
the free hydrochloric acid in the former and almost 
complete absence of free hydrochloric acid in the 
latter. 

In the last eighty-eight cases operated upon the 
mortality was 3.3 per cent. The decrease may be 
ascribed to: (1) the use of local anesthesia, (2) the 
use of a stitching instrument by which four rows of 
silver clips may be introduced in two or three 
minutes, (3) improvement in the technique, and (4) 
better teamwork of the operating team. 

In the technique now used, about two-thirds of 
the stomach are removed, the duodenal and gastric 
ends are closed, and the lower end of the gastric 
stump is amputated. A loop of the small bowel is 
then sutured transversely to the amputated portion 
of the stump so that the efferent loop is in a straight 
line with the oesophagus and there is no pouch in the 
vicinity of the stoma. Wittiam A. Bras, M.D. 


Kutscha-Lissberg, E.: The Surgical Treatment of 
Gastric and Duodenal Ulcers (Zur chirurgischen 
Behandlung des Magen- und Zwoelffingerdarm- 
Geschwueres). Deutsche Ztschr. f. Chir., 1925, CxCi, 1. 

This report is based on 316 surgically treated 
cases of ulcer—226 cases of ulcer of the stomach and 
go cases of ulcer of the duodenum. In many of the 
cases a latent ulcer became active after an attack 
of influenza. 

The roentgen ray proved a valuable diagnostic 
aid; it gave positive findings in 87 per cent of the 
cases of gastric ulcer and g1 per cent of those of 
duodenal ulcer. The author points out, however, 
that in some instances in which the roentgen find- 
ings were positive no ulcer was found at operation. 
The percentage of erroneous diagnosis is not given. 
The results of the various operations are summarized 
as follows: 

1. Gastro-enterostomy. The operation performed 
was of the posterior type with a short loop and a 
longitudinal incision in the stomach, with sutures in 
three layers and interrupted sutures in the mucosa. 
Eighty-five cases were subjected to this procedure. 
Two patients died, a mortality of 2.17 per cent. One 
death was due to vicious circle and the other to 
hemorrhage from the ulcer. A subsequent examina- 
tion was made of fifty-eight patients. No peptic 
jejunal ulcers were found, a fact which the author 
ascribes to coincidence. In 77 per cent of the cases 
a lasting cure had been obtained, and in g per 
cent there was improvement. In 12 per cent the 


operation failed. As the results were, on the whole, 
favorable, the author proposes to continue to per- 
form gastro-enterostomy for true cicatricial pyloric 
stenosis without florid or callus ulcer and for 
duodenal ulcer lying too close to the papilla for 
resection. 

2. Unilateral exclusion (von Eiselsberg), eight 
cases. The operation resulted in improvement in 
14 per cent, but failed in 86 per cent. ‘There was one 
death each from inadequate suturing of the duodenal 
stump, hemorrhage, peptic jejunal ulcer, and ic- 
terus. 

3. Wedge excision. This was done in four cases of 
non-perforating ulcer. The results were not satis- 
factory. 

4. Transverse resection, twenty-six cases. In 
eight cases death occurred soon after the operation, 
but as three of these deaths can be ascribed to an 
epidemic of influenza, the author reckons the mor- 
tality of the operation as 21 per cent. In two cases 
a second laparotomy was performed on account of 
adhesions, but no new ulcer was found. In spite of 
the comparatively unfavorable results obtained in 
this group of cases, the author believes that trans- 
verse resection should not be abandoned provided 
the patient is in good general health. When the 
general condition is poor he recommends prelim- 
inary gastrostomy or duodenostomy. 

5. Billroth II operation, sixty cases, mortality 23 
per cent. Of thirty-four patients examined sub- 
sequently, a peptic jejunal ulcer was found in only 
two. The operation resulted in a permanent cure 
in 78 per cent and failed in 11 per cent. In the re- 
maining cases there was some improvement in the 
condition, but the patient was not rendered entirely 
free from symptoms. The author now prefers re- 
section according to the Billroth II method only in 
exceptional cases because the Billroth I procedure 
is less severe and takes less time and is associated 
with less danger of pneumonia. 

6. Billroth I operation, forty-five cases, twenty- 
two of which were cases of gastric ulcer. There was 
only one death following the operation (shock?). In 
no case did the suturing prove insufficient. Pneu- 
monia developed in three cases but did not greatly 
influence the healing. In several cases a very ex- 
tensive subtotal resection was done, but the joining 
of the remaining portion of the stomach and the 
duodenum was effected easily and securely. In the 
twenty-three cases of duodenal ulcer in this group 
there were two deaths, one due to injury of the 
choledochus and the other due to pneumonia. 

It is seen that the total mortality of the Billroth 
I procedure was about 7 per cent and that this 
operation gave much better results than the other 
methods of resection. However, this very favorable 
figure does not include the results of a series of eight 
cases in which very extensive subtotal resections of 
the stomach were done by a modified Billroth I 
procedure (blind closure of the remaining gastric 
sac with implantation of the duodenum in a slit in 
the anterior wall). In these eight cases there were 
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four deaths, but in four a permanent cure was ob- 
tained. The author reckons the incidence of per- 
manent cure following the typical Billroth I opera- 
tion as 61 per cent in cases of gastric ulcer and g2 
per cent in cases of duodenal ulcer. 

7. Closure of perforations, forty-four cases. In 
thirty-six of these cases the perforation was closed 
by sutures with or without gastro-enterostomy; in 
one case a jejunostomy was added; and in one case 
a gastrostomy. Wedge incision and suture was 
done three times, and a typical resection twice. The 
total mortality was 27 per cent. A permanent cure 
was obtained in 70 per cent. In perforating gastric 
ulcer, simple closure with sutures frequently leads to 
a permanent cure, but in perforating duodenal 
ulcer resection should be performed whenever 
possible. Bonn (Z). 


Friedemann, M.: The Functional Value of Wide 
Resection of the Antrum and Pylorus in Gas- 
tric and Duodenal Ulcer (Ueber die Leistungs- 
fachigkeit der grossen Antrum-Pylorus Resektion 
bei der Geschwuerskrankheit des Magens und 
Zwocelflingerdarms). Zlschr. f. Chir., 1925, excii, tot. 

The author has performed 668 resections of the 
antrum and pylorus for gastric and duodenal ulcer. 
More than 1oo were done at least three years ago, 
Most of the patients were laborers who were unable 
to spare themselves physically or remain on a diet 
for a long time. It is such cases as these that show 
whether the operation was or was not successful. 

Besides the resection of the antrum and pylorus, 
the following operations were performed, especially 
in the earlier years: 

1. Gastro-enterostomy, forty-four cases, mor- 
tality 6.8 per cent. In 29 per cent of the twenty- 
seven cases which were traced, the operation was a 
failure; a peptic jejunal ulcer developed in two, re- 
operation was necessitated by adhesicns in five, and 
there was no improvement in one. 

2. Unilateral exclusion of the pylorus, thirty-one 
cases, mortality 25.8 per cent. In 28 per cent of the 
eighteen cases traced the result was unsuccessful 
(jejunal ulcers in three cases, no improvement in 
two cases). 

3. Sleeve resection, fifteen cases, mortality 13.3 
per cent. ‘The operation failed in 41.6 per cent of 
the twelve cases traced (recurrence in five cases). 

Therefore, in a total of ninety operations including 
gastro-enterostomy, unilateral pyloric exclusion, and 
sleeve resection, the mortality was 14.4 per cent 
and the result unsatisfactory in 31.6 per cent. 

Resection of the antrum and pylorus decreases 
the digestive power of the gastric juice and thereby 
overcomes one of the important causes of ulcer 
formation. It decreases not only the free acid, but 
also the pepsin. Moreover, by the removal of the 
very active antrum, the stomach is auieted and 
small erosions are given a better opportunity to heal. 

Of 560 specimens obtained by radical resection, 
260 showed multiple ulcers and in sixty there were 
more than two lesions. 


In the past two years the author has not done any 
gastro-enterostomies, performing only radical re- 
sections. Whenever possible, the latter have been 
performed under local anzsthesia induced by the 
injection of 60 c.cm. of 4 per cent tutocaine solu- 
tion into the abdominal wall and 20 c.cm. of the 
same solution into the plexus. In 355 of 573 cases 
the operation was performed under ether anesthesia 
alone and in 106 under local anesthesia alone. In 
forty-two, it was necessary at one stage of the 
operation to supplement the local anaesthesia by 
ethyl chloride anesthesia and in sixty-cight to sup- 
plement it by ether anesthesia. 

After their application, the intestinal clamps were 
tied to prevent their slipping down. All sutures in 
the abdominal cavity were of iodized catgut. The 
resected specimen extended from 15 to 25 cm. on 
the greater curvature and from 10 to 15 cm. on the 
lesser curvature. About one-half of the stomach 
was removed. The Billroth I operation was the 
procedure of choice as it is regarded as more physio- 
logical than the Billroth II procedure. The Billroth 
II operation was done only when the ulcer was near 
the common duct. The Billroth I operation was 
performed in 330 cases with a mortality of 4.8 per 
cent, and the Billroth II operation in 268 cases with a 
mortality of 5.5 per cent. 

In cases with ulcer of the cardia (radical resection 
is indicated also in these), nourishment was given 
for the first seven days after the operation through 
a jejunostomy tube which was led out of the lower 
angle of the operative wound. In cases of deeply 
lying ulcer the common duct was cut, but drainage 
of the stump of the common duct for four days by 
means of a fine drainage tube inserted through the 
duodenum and led out through the abdominal wall 
resulted in uneventful healing. For cases of bleed- 
ing ulcer the author recommends radical resection 
after the transfusion of from 1 to 1% liters of blood. 
He believes that radical resection should be per- 
formed also in cases of perforation when circum 
stances will permit it. 

In 613 cases the radical resection was done as the 
primary operation, with a mortality of 5.5 per cent. 
If the unusual cases are excluded—fifteen cases of 
gastric hemorrhage with one death; twenty-one 
cases of ulcer at the cardia, with five deaths; fifteen 
cases of perforation, with three deaths; twenty-six 
cases of double operation (stomach and gall bladder, 
appendix and hernia), with five deaths—the mor- 
tality of radical resection for uncomplicated ulcer 
was 3.7 per cent. 

If a recurrence is to develop, it usually appears in 
the first three years after the operation. Of the 104 
cases operated upon three years ago, the Billroth I 
procedure was done in sixty-six with a successful 
result in sixty-two, and the Biltroth II procedure in 
thirty-eight, with a successful result in thirty-six. 

Of ninety-six cases in which a radical resection 
was done, the Billroth I procedure was done in sixty- 
seven and the Billroth If procedure in twenty-nine. 
No acid was found after the operation in fifty-six of 
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the cases in which the Billroth I operation was per- 
formed and in twenty-five of those in which the 
Billroth II operation was performed. The pepsin 
also was reduced in strength in these cases. The 
stool examination after a Schmidt test meal in sixty- 
two cases showed more complete digestion after the 
Billroth I operation than after the Billroth II pro- 
cedure. In 132 cases in which a roentgen examina- 
tion was made, delayed emptying was found in seven 
cases in which the Billroth I operation was done and 
rapid emptying in one case treated by the Billroth I 
operation and five in which the Billroth IT operation 
had been performed. 

In twenty-one cases a second operation was neces- 
sitated by the development of a gastrojejunal ulcer. 
In sixteen cases a gastro-enterostomy was done, 
with a mortality of 9.5 per cent. Ten of these 
patients who were traced were found symptom-free. 
In twenty-three cases (in twenty-one of which the 
Billroth II operation had been performed) a second 
operation was necessitated by recurrence of the ulcer. 
The mortality was 18.2 per cent. In eleven cases a 
second operation was necessitated by disturbances 
of emptying and adhesions without demonstrable 
recurrence of the original ulcer or the development 
of a gastrojejunal ulcer. The mortality in this 
group was g per cent. The total mortality of the 
secondary operations was therefore 13.2 per cent. 

The author comes to the conclusion that radical 
resection is no more dangerous than gastro-enteros- 
tomy and is therefore preferable as gastro-enteros- 
tomy frequently must be followed by a secondary 
operation. RosENBURG (Z). 


Finsterer, H.: Experiences with Gastric Resection 
According to the Billroth I Method and Haber- 
er’s Modification of It (lrfahrungen mit der 
Magenresektion nach Billroth I und deren Modifika- 
tion nach Haberer). Arch. f. klin. Chir., 1925, 
CXXXV, 650. 

The author first reviews the experiences and re- 
sults of various surgeons with the different methods 
of resecting the stomach and duodenum. Many 
surgeons have given up the Billroth I method be- 
cause of the danger of insufficiency of the sutures 
and primary or secondary stenosis of the duodenum 
following this operation. For four years the author 
has been trying to decide, primarily from his own 
experience, which method of gastric resection is the 
better, the Billroth I procedure or its modification 
by Haberer, the so-called end-to-side anastomosis, 
on the one hand, or the Billroth IL procedure on 
the other. 

The mortality in 146 cases operated upon accord- 
ing to the Billroth I method or Haberer’s modifica- 
tion of it was 4.1 per cent, while that in 229 resec- 
tions by Hofmeister’s modification of the Billroth 
Il method was only 2.6 per cent. The higher mor- 
tality of the first method is laid to the method itself. 
In most of the cases insufficiency of the sutures was 
the cause of a fatal peritonitis. The cause of in- 
sufficiency of the sutures in the posterior wall of the 


duodenum is the lack of peritoneum in this area, 
while the cause of insufficiency of the sutures in the 
anterior wall of the duodenum is the pull exerted 
on the site of the anastomosis by the contractions of 
the stomach on the third or fourth day after the 
operation. 

Old age and cachexia favor cutting through and 
insufficiency of the sutures. Even Haberer’s method 
does not give absolute security against suture in- 
sufficiency when the patient is old and his general 
condition is poor. On the other hand, the Billroth 
II method or its modification entirely removes the 
danger of this complication, but the technique must 
be faultless. In 757 resections for ulcer or carcinoma 
according to this method, there was no death 
ascribable to suture insdfficiency. 

With regard to the prevention of recurrence of 
the ulcer the author states that Haberer’s procedure 
is preferable to the Billroth I method. The question 
as to true or false recurrence can be answered more 
easily when the anastomosis is established by 
Haberer’s method than when the original Billroth I 
procedure is used. When the latter method is em- 
ployed ulcers may easily be overlooked during the 
operation and an ulcer may arise on the remnant of 
duodenum which comes in contact with the acid 
stomach contents. In the former method, a good 
view of the duodeum may be obtained during the 
establishment of the anastomosis and there is little 
danger of the development of an ulcer since the acid 
stomach contents are already mixed with bile and 
pancreatic juice. 

The author is unable to give a decisive opinion as 
to the permanent results of resections by the Bill- 
roth I method since his use of this method dates 
back only four years. Up to the present time some 
of his patients have remained entirely free from 
symptoms and have gained weight while others have 
more or less trouble, depending upon whether a 
greater or smaller portion of the stomach was re- 
moved. The disturbances of the so-called “small 
stomach,” which the author has often observed after 
the Billroth I operation, are explained as difficulties 
in emptying due chiefly to adhesions. 

Finsterer recommends the Billroth I operation for 
patients who are living under conditions exposing 
them to infection with typhoid fever, cholera, or 
dysentery, since the loss of a large portion of the 
stomach entails a deficiency of hydrochloric acid 
which favors infection by the diseases mentioned. 

Hook (Z). 


Spriggs, E. I., and Marxer, O. A.: Intestinal 
Diverticula. Brit. M.J., 1920, i, 130. 


In 1,000 consecutive X-ray examinations of the 
alimentary canal diverticula of the duodenum were 
found thirty-eight times. Usually such diverticula 
are single or few in number. They have been seen 
to arise in adult life and to increase in size over the 
course of years. They frequently give rise to symp- 
toms resembling those of duodenal ulcer. The 
symptoms can usually be relieved by medical treat- 
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ment. In intractable cases surgery may be neces- 
sary. 

» Multiple diverticulosis of the colon is common. 
The formation of the small hernia is preceded by 
irritation or inflammation. Diverticulosis is fre- 
quently associated with an infective state elsewhere, 
particularly tooth abscesses and arthritic changes 
in the spine. This fact suggests that it may be of 
infectious origin. In the late stages it is a source of 
sepsis. 

The only reliable diagnostic procedure is X-ray 
examination. In some cases there may be no symp- 
toms for long periods of time. Half of the authors’ 
cases, however, presented symptoms referable to 
the diverticula. In nearly every instance these were 
amenable to medical treatment. 

The treatment consists in the removal of foci of 
infection, the administration of petroleum oil daily, 
lavage of the colon with saline solution on alternate 
days, and a diet of milk and vegetables. 

The terminal stage of surgical diverticulosis was 
found in only 5 per cent of the authors’ cases. 

Joun A. Wo.rer, M.D. 


Woolsey, G.: The Question of Gastro-Enterostomy 
in Duodenal Ulcers. Surg., Gynec. & Obst., 1926, 
xlii, go. 

Douglas, J.: The Surgical Treatment of Gastric 
and Duodenal Ulcer. Surg., Gynec. & Obst., 1926, 
xlii, 106. 


WoolLsey reports the late results in a series of 
sixty cases of duodenal ulcer treated by gastro- 
enterostomy. The outcome was satisfactory in 9o 
per cent, which is approximately the same percent- 
age of good results as that obtained by British and 
American surgeons. 

The operation should never be done unless the 
ulcer can be seen or felt and the opening should be 
made so that it lies at the most dependent portion 
of the stomach. Only absorbable sutures should be 
used. ‘The proximal loop of jejunum should be made 
short but not taut. All intra-abdominal and extra- 
abdominal foci of infection should be removed, and 
the diet carefully regulated. : 

The incidence of jejunal ulcer is between 2 and 
4 per cent. Bleeding occurs in 5.7 per cent of the 
cases and as a rule is not serious. Gastric acidity is 
greatly reduced by gastro-enterostomy and remains 
reduced. This is essential to the best results. 

“xcision with or without gastro-enterostomy is 
applicable to a small percentage of cases. 

Pyloroplasty is a good operation, but its results 
are inferior to those of gastro-enterostomy. 

Gastrectomy has a much higher mortality than 
gastro-enterostomy and its use as a routine pro- 
cedure to avoid the small percentage of recurrences 
following gastro-enterostomy is not justifiable. It 
is applicable to a small group of cases with recurrent 
hemorrhage or ulceration. 

DouGLAsS enumerates some of the mistakes made 
in the diagnosis of ulcer by the internist and the 
surgeon. The operative indications he recognizes 


are those generally accepted. Operation should be 
performed when thorough medical treatment has 
failed, when hemorrhage occurs repeatedly, and 
when marked deformity is shown by the X-ray. 

With regard to the operative procedure, Douglas 
agrees with Woolsey and Balfour that radical ex- 
cision is rarely the operation of choice. In St. Luke’s 
Hospital, New York City, gastro-enterostomy has 
given satifactory results. Douglas believes that, 
when possible, the ulcer should be excised. 

I. Epwarp Bisukow, M.D. 


Eusterman, G. B.: Treatment Following Opera- 
tion for Ulcer of the Duodenum and Stomach. 
Surg., Gynec. & Obst., 1926, xlii, 16t. 

The co-operation of internist and surgeon in the 
pre-operative preparation of patients has strikingly 
reduced the surgical mortality in various types of 
diseases. A similar pooling of therapeutic resources 
after operation should reduce surgical morbidity to 
the minimum. Pre-operative factors improving 
surgical end-results in cases of benign gastroduo- 
denal lesions are the proper selection of the cases 
from both a general and a special standpoint, and 
complete examination of the patient. It is pre- 
dicted that increasing knowledge concerning physio- 
logical gastric types and their variations and mode 
of response to treatment will furnish criteria for the 
proper selection of the operation. 

The patient who has been well chosen and skill- 
fully operated on invariably does well without any 
exact postoperative regimen. Recurrent ulcers, 
which are infrequent in cases treated by experienced 
surgeons, as a rule give rise to symptoms similar to 
those provoked by the original lesion and tend to 
assume identical histopathological characteristics. 
The use of proper diet, alkalies, frequent feedings, 
etc., immediately after operation for at least six 
weeks and in certain types of cases for a longer 
period rests on sound experimental and clinical 
grounds. The better end-results of medical or sur- 
gical treatment of ulcer in women as compared with 
men are due largely to the better personal and eating 
habits and better co-operation of women. The 
habitual or excessive use of tobacco is harmful to 
the patient with peptic ulcer. In the presence of 
ulcer, gastro-enteric hemorrhage may be provoked 
by the abuse of alcoholic drinks or unusual exertion. 


Logan, A. H.: Idiopathic Ulcerative Colitis, with 
Special Reference to the Etiology and Treat- 
ment. IJ/linois M. J., 1926, xlix, 111. 

Idiopathic ulcerative colitis, so called because its 
etiology has not yet been proved, is a form of colonic 
ulceration which is being found with increasing fre- 
quency. Complete remissions obtained in some 
cases by the administration of iodine by mouth 
seemed to prove that the chief cause was a disturb- 
ance of the body chemistry. In the last two years, 
Bargen, following the methods of Rosenow, has 
isolated from the mucous excreta and directly from 
the depths of rectal ulcers in practically all cases a 
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large diplococcus which, when injected into animals, 
has produced ulcerative colitis and has been recov- 
ered from the ulcers in the animals. In some patients 
this diplococcus has been isolated from periapical 
tooth abscesses and infected tonsils, and complete 
remission of the disease has been obtained only when 
these focal areas were removed. 

-athological and proctoscopic examinations reveal 
a congested, swollen, red, glistening mucous mem- 
brane, and later, miliary abscesses, granular in ap- 
pearance, which continue until they slough out, 
leaving shallow or deep ulcers. When the infection 
is virulent, practically all of the mucous membrane 
is destroyed. The disease never occurs in epidemics. 
In mild cases, only the rectum, in which the condi- 
tion most frequently begins, is affected. In severe 
cases the entire colon may be affected in a few weeks. 
The proctoscope and roentgen rays are of great 
value in the diagnosis. 

The disease is characterized by exacerbations after 
a period of quiescence as the result of an infection in 
the upper respiratory tract, jarring or jolting, or the 
ingestion of certain foods. In some cases the cause 
of the exacerbation is unknown. 

The most common complications are arthritis, 
perirectal infection, rectal stricture, and erythema 
nodosum. More rare are abscesses in other areas, 
endocarditis, thrombosis, and carcinoma superim- 
posed on the ulcers. Subacute or acute perforation 
of the colonic ulcers may occur. In acute perfora- 
tion, death is practically certain. Weakness, the 
most general complaint, is probably due to toxemia. 

The symptoms of ulcerative colitis vary according 
to the site and extent of the lesion. They are more 
severe the higher the disease has progressed. There 
is often a stubborn anemia caused by the constant 
loss of small amounts of blood. 

Since the discovery of Bargen’s diplococcus, the 
main treatment has consisted in the hypodermic 
administration of increasing doses of a vaccine-fil- 
trate made from the organism, the oral administra- 
tion of 10 to 15 drops of tincture of iodine in a full 
glass of water three times daily, and other medica- 
ments such as bismuth, kaolin, parathyroid, etc., 
as needed. Local irrigations are of little value un- 
less the disease is below the descending colon. In 
every case, all focal areas of disease are removed. 
When the virulence of the disease or the patient’s 
resistance to it make the condition progressive, 
ileostomy by the method of Brown is advised. The 
operation is attended by great risk because only 
patients in whom the disease is advanced or whose 
resistance to it is very low are sent to the surgeon. 

The method of treatment described has brought 
about a remission in a larger percentage of cases 
than any other yet employed. 


Jones, R. W.: Imperforate Anus with Megalocolon 
and Terminal Peritonitis. Brit. J. Surg., 1926, 
xiii, 575. 

The author reports the case of a child 3% years 
of age who had a rectovaginal fistula situated at the 
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juncture of the middle and lower thirds of the poste- 
rior wall of the vagina and an imperforate anus. At 
operation the rectum was brought down, sutured in 
place, and opened. The vaginal fistula was closed at 
a second operation performed two months later. 
Convalescence at first progressed favorably, but at 
the end of three weeks signs of peritonitis developed. 
Laparotomy was done but the child died at the end 
of three days. 

Autopsy revealed a dilated and hypertrophied 
colon containing large scybalous masses. The 
dilatation was limited to the iliac and pelvic colon. 
The findings were those of acute serofibrinous peri- 
tonitis rather than those of acute intestinal obstruc- 
tion. The author attributes the peritonitis to the 
effect of the two operations in lowering the child’s 
resistance to the abnormal bacterial decomposition 
that had always been going on in the intestine. 

Jones points out that the deformity described 
cannot be the result of abnormal fusion of the muel- 
lerian cords in the formation of the vagina, as has 
been suggested, but states that this would explain 
the most common type of abnormal opening poste- 
rior to the vulva, which is the outgrowth of the uro- 
genital triangle. He favors the hypothesis of Blair 
Bell that the lower third of the vagina is developed 
from the posterior part of the urogenital triangle and 
is separated from the anterior part by the vesico- 
vaginal septum. He believes that the hymen cannot 
consist of the fringe left after the muellerian cords 
have broken through, but develops in association 
with the breaking down of the urogenital plate which 
originally closes the sinus below. 

WiuraM J. Picxerr, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Potter, J. C., and Mann, F. C.: Pressure Changes 
in the Biliary Tract. Am. J. M. Sc., 1926, clxxi, 
202. 


In order to investigate the changes in pressure in 
the gall bladder and the common bile duct in the 
intact dog under varying conditions, the authors 
elaborated a method by which a ‘T-tube was healed 
in each organ. Observations were made only after 
all postoperative discomfort had disappeared and 
the animal had been trained to lie quietly and at 
ease in the desired position. Manometer readings 
were taken every half minute, and in some cases, 
every ten seconds. Records were made on a moving 
drum. When the effect of food was studied, records 
were taken from forty-five minutes to one and one- 
half hours after its ingestion. Various alterations 
of pressure were induced for the purpose of studying 
the mechanism of the neck of the gall bladder. The 
effect of rebreathing on the pressure in the gall 
bladder was also investigated. The movements of 
barium were observed fluoroscopically. 

The normal pressure in the biliary system in most 
of the dogs was between 75 and 150 mm. of water. 
The average was 120 mm. The average pressure 
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was 141 mm. in the gall bladder and 117 mm. in the 
duct. The biliary pressure was least when the ani- 
mal was fasting and greater after the ingestion of 
milk than after the ingestion of dog biscuit. The 
pressure in the gall bladder was greater than that 
in the duct. 

The curves of pressure in the common duct 
showed three rhythmic variations. The usual record 
showed a primary type of wave which was large and 
rhythmic, with a gradual ascending slope and a 
rather abrupt down slope. The second type of wave, 
which was superimposed on the first, was of medium 
size and much more rapid than the first. The third 
wave was small and synchronous with the respira- 
tory movement. ‘The occurrence of similar waves in 
the gall bladder was confirmed, but the respiratory 
waves in the gall bladder were much greater than 
those in the common duct. 

Synchronous tracings from the gall bladder and 
duct showed higher pressures for the former and a 
phenomenon which the authors call a “reciprocal 
pressure change,” in which the two waves alternately 
diverged and converged. A comparative lag in the 
rise of pressure in the gall bladder the authors at- 
tributed to the slow filling and distention of the 
vesicle. At the height of the curve following the 
ingestion of milk the two curves were widely sepa- 
rated. ‘This finding the authors attribute to back 
pressure when the short end of the T-tube in the 
duct was too small to keep pace with the maximal 
delivery of bile. 

As was to be expected from the frequent observa- 
tion of dilated biliary ducts after cholecystectomy, 
a marked increase in the intraductal pressure and an 
increase in the amplitude of the large waves were 
observed after cholecystectomy in the dog. 

In the presence of cholecystitis the waves were 
flattened to a straight line. 

The pressure relationships at the neck of the gall 
bladder were studied in the intact dog and in acute 
experiments. In the anesthetized animal a low 
pressure from 30 to 80 mm. was held from both 
sides. The resistance to pressure was worn down by 
subjecting the neck to repeated high pressures on 
each side. It was restored by a short rest. 

Rebreathing did not cause contraction of the gall 
bladder. 

On fluoroscopic examination, the gall bladder 
showed movements which may have been peristaltic 
or the ‘‘squashing”’ effect of rhythmic constrictions. 
Barium was ejected from the neck in spurts, ap- 
parently rhythmically. 

In discussing their results, the authors attribute 
the largest pressure waves in the common duct to 
the action of the sphincter of Oddi. The cause of 
the medium-sized waves was not definitely deter- 
mined, but the gall bladder was not responsible and 
no relationship to intraduodenal pressure could be 
demonstrated. In the reciprocal pressure waves, the 
authors see an exemplification of Meltzer’s law of 
reciprocal innervation provided the fall in the pres- 
sure in the duct can be attributed to the opening of 


the sphincter of Oddi and the synchronous rise in 
the pressure in the gall bladder attributed to a con- 
traction in its musculature. An explanation of the 
action of this sphincter on the basis of a reaction to 
biliary pressure alone is also offered. 

The authors conclude that during the contraction 
of the sphincter of Oddi, most, if not all, of the bile 
is forced into the gall bladder. With subsequent 
relaxations and contractions of the sphincter, con- 
centrated bile is forced out and fresh bile is forced 
in. The authors believe that concentration of bile 
may be in part a reclaiming process. The sphincteric 
control at the neck may play a part during the 
fasting periods. 


Ischiyama, F.: Experimental Investigations on the 
Emptying of the Bile into the Duodenum frora 
the Gall Bladder, and Especially Regarding the 
Presence of a Hormone in the Walls of the Gall 
Bladder and the Effect of Adrenalin on the 
Gall Bladder (Experimentelle Untersuchungen 
ueber die Funktion der Gallenblase bei der Gallen- 
ausscheidung in das Duodenum, inbesondere ueber 
ein Hormone in der Gallenblasenwand und ueber den 
Wirkungswechsel von Adrenalin auf die Gallen- 
blase). Mitt. a. d. med. Fak. d. k. Univ. Kyushu, 
Fukuoka, 1925, x, 61. 

In experiments on dogs the author made a fistula 
in the duodenum opposite the papilia of Vater and 
inserted into the common duct a small bent tube 
from 3 to 4. cm. long, which he connected by rubber 
tubing to a metal tube fastened in the fistula canal. 
To prevent the passage of food through the duo- 
denum he then performed a gastro-enterostomy and 
isolated the pylorus, using the method of Miyake 
in order, as much as possible, to prevent disturbance 
of the nerve and vessel supply. 

When the function of the sphincter of Oddi was 
suppressed in this manner, a continuous flow of 
bile was obtained. The animals so prepared suffered 
no metabolic disturbances and lived a long time in 
good health. It was necessary to carry out the 
experimental work as quickly as possible, however, 
since infection of the biliary passages soon occurred. 

Following the administration of peptone, milk, 
and meat extracts there was soon an abundant se- 
cretion of bile. Magnesium sulphate and hydro- 
chloric acid are also powerful cholagogues but are 
less effective. The reaction time was between thirty 
and forty minutes. 

After the subcutaneous injection of pilocarpine 
the secretion of bile began in from three to twelve 
minutes. This reaction time was very much shorter 
than that in ordinary duodenal fistula dogs because 
the concomitant closure of the sphincter was avoided. 
Pilocarpine also stimulated the hepatic bile secre- 
tion. 

Atropine and scopolamine decreased or entirely 
stopped the flow of bile. This effect was more 
marked when a preceding dose of pilocarpine had 
increased the flow. 

Adrenalin nearly always decreased the bile flow 
but occasionally increased it. 
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The influence of nicotine upon the bile secretion 
is very complicated. It is known definitely, how- 
ever, that it first stops the bile flow and that the 
excreted bile is nearly always liver bile. Hence it 
may be assumed that nicotine decreases the internal 
pressure in the bile passages. 

Morphine caused a very slight increase in the 
internal pressure of the bile passages. 

The extirpated gall bladder automatically begins 
its movements from forty to sixty minutes after it 
has been placed in the nutrient fluid. The optimum 
temperature is 38 degrees. In temperatures over 
40 degrees and under 36 degrees the gall bladder 
relaxes very markedly. The supplying of oxygen 
to the nutrient fluid is of the greatest importance. 

The drugs used to produce narcosis for cholecys- 
tectomy (morphine, chloroform, and ether) have no 
noteworthy influence upon the movements of the 
gall bladder. 

Pilocarpine and physostigmine cause a noticeable 
increase in the muscular tone of the gall bladder 
and at the same time decrease the amplitude of the 
contractions. 

Muscarine increases the muscular tonus only 
slightly and weakens the movements to a much 
greater degree. 

The effect of atropine on the gall bladder is rather 
complicated. By small and large doses the move- 
ments are checked and by medium doses they are 
stimulated. 

From these findings in dogs with fistula and on 
extirpated but still vital gall bladders the following 
conclusions are drawn: 

1. For the flow of bile into the duodenum, in- 
creased contraction amplitude is of less importance 
than increased muscular tone. 

2. The effect of adrenalin on the gall bladder is 
very variable; at one time this drug increases the 
amplitude of the contractions and the muscular tonus 
and at another it inhibits the contractions from the 
very beginning. The effect shows no relationship 
to the dosage. 

3. Nicotine stimulates the contractions to a slight 
degree. 

4. Barium chloride causes a strong recovery of 
muscle tonus and contractions even when they have 
been paralyzed by atropine. When it is given in 
large doses, it causes tetanic contractions. 

5. Secretin stimulates the secretion of both he- 
patic and cystic bile, and in the extirpated gall 
vladder increases the tonus. The effect resembles 
that of peptone. 

6. The gall bladder contains as a hormone a 
choline-like substance which it excretes into the 
nutrient solution. In the presence of this hormone 
or of pure choline the effect of adrenalin is changed. 
The relation between the dosage of the two sub- 
stances is not clear. In the gall bladder which has 
been completely freed from its serosa, adrenalin 
completely inhibits movement. 

7. The action of atropine on the serosa-free gall 
bladder is very complicated. 


8. The gall bladder includes a rich supply of 
ganglion cells. Presumably these constitute the 
autonomic centrum of the organ and are continually 
stimulated by the choline-like hormone. It is quite 
probable, however, that there is yet another hor- 
mone in the gall bladder, since the atropine effect 
is variable, even when the organ has been freed of 
serosa. However, since the structure of the gall 
bladder is very complicated, it may be assumed also 
that paralysis of one part of the musculature pro- 
duces contractions in another part. The serosa is 
apparently of great importance to the transit of the 
hormone. 

The article contains numerous curves and tables 
and a review of the literature. Cormers (Z). 


Wallace, S. A., and Spiro, A.: Traumatic Rupture 
of the Hepatic Duct. Brit. J. Surg., 1926, xiii, 582. 


The authors report the case of a man who was 
crushed between two motor cars and brought to the 
hospital in shock. Examination revealed pain, 
tenderness, and rigidity over the right upper quad- 
rant of the abdomen. The liver dullness was nor- 
mal. A diagnosis of rupture of the liver was made, 
but operation was deferred. The shock subsided and 
after twenty-four hours the patient’s condition 
showed marked improvement. On the second day 
slight jaundice appeared and gradually became 
deeper. The stools then became clay colored and 
bile appeared in the urine. On the seventh day there 
was evidence of peritonitis with involvement of the 
diaphragm. 

Operation revealed in the peritoneal cavity 3 pts. 
of fluid containing blood and bile. Death occurred 
during the operation. Postmortem examination 
showed staining of the viscera with bile, a large and 
a small rupture of the anterior surface of the liver 
which were partly healed by an organized blood 
clot, and a tear in the hepatic duct through which 
bile was escaping into the peritoneal cavity. 

In a review of the literature the authors found 
that all cases of this type have many points in com- 
mon. Collapse is followed by a variable period of 
comfort and freedom from symptoms which in turn 
is followed by the gradual appearance of jaundice. 
The period of quiescence is probably due to the fact 
that normal bile is only slightly infectious. The 
absorption of bile from the peritoneal cavity has a 
toxic effect and the direct action of the bile salts on 
the cardiac muscle renders the patient a very poor 
operative risk. The best prognosis is offered by 
early repair of the injury if this is possible. 

Wii J. Pickett, M.D. 


Wolfer, J. A.: Some Practical Points in the Diag- 
nosis and Treatment of Acute Pancreatitis. 
Illinois M. J., 1926, xlix, 14. 

In Wolfer’s opinion, infection of the pancreas 
occurs more frequently than is commonly believed. 
The subacute and even the acute type is usually 
mistaken for gall-bladder or appendix disease be 
cause of the acute dyspeptic nature of the symp 
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toms. It is believed that since disease of the pan- 
creas frequently follows infection of the gall bladder 
or appendix, the correct diagnosis is not often made 
at operation, the symptoms being attributed to 
the pathological changes in the gall bladder and 
appendix. 

There is one type of pancreatitis which not in- 
frequently complicates acute parotitis or an acute 
infectious disease. A similar type may be found as 
a complication of intra-abdominal infection. In the 
majority of these cases the acute symptoms persist 
for only a few days and then subside spontaneously. 

The author describes two types of acute pancre- 
atitis which differ in their onset. In one, the onset 
is sudden and associated with rigidity and severe 
pain in the upper abdomen, nausea, vomiting, and 
leucocytosis. The temperature is often subnormal, 
and the pulse is rapid. In the other type, the onset 
is slow and insidious, and the symptoms gradually 
increase in severity, eventually becoming of the 
same character as those of the first type. In both 
types the clinical course depends upon the virulence 
of the infection and the patient’s resistance. Not 
infrequently, a bloody fluid is found in the peri- 
toneal cavity. Several illustrative case histories are 
reported. 

When recurrent infection of the pancreas is sus- 
pected, the prompt removal of infective foci within 
the abdomen is indicated. When the pancreas once 


becomes involved and the abdomen is open, it is 
necessary to drain either the pancreas or the peri- 
pancreatic space. 

The author draws the following conclusions: 

1. Acute pancreatitis, catarrhal and suppurative, 
is a pathological and clinical entity. 

2. Acute pancreatitis is usually secondary to an 
inflammatory process, which frequently is intra- 
peritoneal. Acute pancreatitis may be a complica- 
tion of acute parotitis or an acute infectious dis- 
ease. 

3- In most of the cases recovery results without 
surgical interference, insofar as the pancreas is 
concerned. 

4. The presence of pancreatitis should be sus- 
pected in the cases of many dyspeptics who com- 
plain of pain in the left upper abdomen or may be 
suffering from appendicitis or cholecystitis. 

5. In many instances the diagnosis of acute pan- 
creatitis can be made only at operation from the 
observance of fat necrosis and exploration of the 
pancreas. 

6. The pancreas should be explored more fre- 
quently in operations for cholecystitis or appen- 
dicitis and in the cases of persons who have com- 
plained of frequent attacks of acute dyspepsia. 

7. Drainage of the pancreas or peripancreatic 
tissue in acute pancreatitis will often result in 
recovery. 
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UTERUS 


Ford, F. A.: A Comparative Study of Radiation 
and Surgical Treatment for Fibromyomata of 
the Uterus. Surg., Gynec. & Obst., 1926, xlii, 245. 

This article is based upon 594 unselected cases of 
fibromyoma of the uterus, some of which were 
treated by operation and others by radiotherapy. 
A relatively high percentage of the latter group have 
required further treatment, either repeated radia- 
tion (18 per cent) or operation (13.7 per cent), 
whereas only 4 per cent of the surgical group have 
received further treatment. It is true, however, 
that, particularly after roentgen-ray treatment, 
more recent cases are showing definitely better re- 
sults because of greater experience with regard to 
dosage required. A study of individual cases shows 
so many thoroughly satisfactory results from radio- 
therapy that the discrepancy in the total results 
must apparently be attributed to injudicious selec- 
tion of cases or inadequate dosage. 

Before radiation, great care must be exercised to 
rule out malignant disease. Curettage should pre- 
cede treatment in every case with suspicious symp- 
toms. Inflammation, while apparently uninfluenced 
by radiation per se (as shown by the lack of reaction 
to the roentgen rays), is undoubtedly sometimes 
aggravated by the manipulation incident to the 
application of radium. Unusually hard fibromyo- 
mata containing extensive calcium deposits cannot 
be reduced satisfactorily by radiation; an incar- 
cerated pelvic tumor is best removed by operation 
because of the impossibility of excluding adnexal 
disease. A roentgenogram may occasionally aid in 
the detection of calcium deposits within a tumor. 

The extreme care necessary to exclude malignant 
disease is indicated by the fact that in six of the 
patients treated by radiotherapy a well-established 
malignant process appeared within one year after 
the treatment. Another patient probably has malig- 
nant disease of the ovary, but refuses operation. 
Two others developed malignant disease within two 
years after the treatment, although that in one 
case may be considered a recurrence of the epithe- 
lioma in the abdominal wall at the time of radiation. 
Malignancy developed also in four patients who 
remained free from symptoms for three years fol- 
lowing the treatment. This may not be a higher 
incidence than that of malignant pelvic disease in 
all women at the same age (1.1 per cent), but it 
raises the question as to whether a focus of relatively 
devitalized tissue with altered blood supply may not 
favor malignant change. The author believes that 
complete subsequent histories should be kept for 
all patients treated with radium or the roentgen 
rays in order that more data relative to this subject 


will be available. In the cases reviewed, there was 
one death, a mortality of 0.29 per cent, following 
the application of a small amount of radium. There 
were also two surgical deaths, constituting a mortal- 
ity of 0.8 per cent, but one of these must be attrib- 
uted to the primary operation, the removal of a 
ruptured appendix. 


Miller, C. J.: Conservation of the Uterus in the 
Surgery of Fibroids, South. M.J., 1926, xix, 120. 


Myomectomy is possible in from 12 to 14 per 
cent of cases of uterine fibroids. 

It is contra-indicated for multiple large growths, 
degenerating growths, and fibroids with associated 
adnexal disease. 

It is always indicated, when it can be done, in 
the cases of women under 40 years of age. 

From 85 to 90 per cent of women subjected to 
myomectomy menstruate normally after the opera- 
tion, and in the cases of those who do not or in 
whom the growths recur, a second operation can 
usually be avoided by radiation. 

After myomectomy, from 28 to 30 per cent of 
women conceive. 

The most satisfactory results are obtained in 
cases of single subperitoneal or interstitial growths, 
but multiple growths of all types may be safely re- 
moved provided a careful technique is used and 
perfect hemostasis is secured. 

The abdominal route is the most satisfactory. 
The best time for the operation is immediately after 
a menstrual period. 

The average woman with fibroids will be delivered 
normally at term without previous operative inter- 
ference, but myomectomy can be done on the preg- 
nant uterus, if it is indicated, without interrupting 
the pregnancy. Rotanp S. Cron, M.D. 


Schroeder, R.: Ovarian Changes in the Presence 
of Hydatid Mole (Die Ovarialveraenderungen bei 
Blasenmole). Arch. f. Gynaek., 1925, cxxiv, 654. 


Following a review of the literature on the occur- 
ence of cystic ovarian tumors in cases of hydatid 
mole, the author reports another case with special 
consideration of its relationship to the commonly 
observed picture of hydatid mole and the formation 
of lutein cysts of the ovary. The patient was a 30- 
year-old woman whose last menstrual period oc- 
curred three and one-third months previously and 
was preceded by amenorrhova for about five and: a 
half months. Examination revealed in the pouch of 
Douglas behind the gravid uterus a cystic and al- 
most immovable tumor the size of a fist. On the 
appearance of symptoms indicating incarceration of 
the tumor a laparotomy was performed. ‘This re- 
vealed a polycystic pseudomucous tumor extending 
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out of the pouch of Douglas to the right of the uterus 
and an ovarian tumor the size of the fist on the left 
side. Both the tumor of the pouch of Douglas and 
that of the ovary were removed. 

The fetal heart tones were not heard either before 
or after the operation. Because of the peculiar 
structure of the ovarian tissue, the doubt as to the 
time of the last menstrual period, and the size of the 
uterus, the presence of a hydatid mole was suspected. 
In the next twenty-four hours a hydatid mole was 
cast off spontaneously. 

Microscopic examination of the ovarian tumors 
showed a normal follicular growth with a tendency 
toward maturation and, in addition, the transforma- 
tion of the follicle wall into lutein band with all of 
the characteristics of a ripening and ripe corpus 
luteum except that many different stages in the 
transformation of the corpus luteum were found 
together in the follicle. There was also a corpus 
luteum of pregnancy in the usual form and develop- 
ment. 

In addition, there were several granulosa-free 
cysts with slightly thickened theca-interna cell lay- 
ers and several cysts with the atypical lutein bands 
described by Meyers. These were found next to 
very slightly obliterated corpora atretica. All retro- 
gressive stages of a corpus luteum, however, were 
missing. 

These ovaries differed from the normal ovaries of 
pregnancy chiefly in the fact that the influence 
which in the normal ovary restricts the ripening of 
other follicles and further corpus luteum formation 
was absent and very numerous follicles had grown 
and become changed into cysts with proliferating 
and ripe lutein bands. 

The author assumes that in the presence of a 
hydatid mole the restricting influence emanating 
from the normal ovum and its corpus luteum is 
lacking. Another abnormality in the ovary is the 
presence, close together, of many different stages 
in the development of a proliferating and ripe 
corpus luteum; not only is the normal restraining 
influence lacking, but the growth of the follicles is 
stimulated. 

Another peculiarity in the ovary is the trans- 
formation of ripe follicles into the corpus luteum 
without the freeing of a ripe ovum by the bursting 
of the follicle. It could not be determined whether 
ova were present in the cysts which had not rup- 
tured and yet had undergone a lutein change. 

Finally it was concluded from a careful study of 
the cysts that with the exception of the corpus 
luteum of pregnancy the granulosa-luteum forma- 
tions were relatively new; the most advanced pro- 
liferations could not have been more than two and 
one-half weeks only and many were considerably 
younger. This fact indicates that the ovarian 
growth had been relatively recent. 

The stimulus to the lutein change was believed 
to be in the tumorous and therefore abnormally 
functioning trophoblast, the hydatid mole. 

Scumitt (G). 


ADNEXAL AND PERIUTERINE CONDITIONS 


Forgue and Crousse: Broad-Ligament Inclusions 
(De Vinclusion intraligamentaire). Gynéc. et obst., 
1925, Xii, 197. 


An intraligamentous tumor, as it increases in 
size, separates and distends the layers of the broad 
ligament. This process is checked mesially by the 
attachment of the folds to the uterus; above, by the 
juncture of the folds in the mesovarium; and below, 
by the levator ani reinforced by the superior fascia 
of the pelvic floor. The broad ligament peritoneum 
may be greatly distended without rupturing, espe- 
cially over so-called parovarian cysts. The covering 
of multilocular cysts or of intraligamentous fibroids, 
however, more often partakes of the hypertrophic 
and vascular nature of the growth itself. 

The extension is not limited otherwise than stated, 
and may continue laterally beneath the pelvic 
peritoneum. It is dependent upon the type and 
initial situation of the tumor and follows the plane 
of least resistance to the separation of the peritoneum 
from the pelvic wall. The three usual areas of ex- 
tension are termed the “ paravesical,” ‘‘para-uterine,”’ 
and ‘‘pararectal.” They have been defined by ob- 
servation of the extension of exudates, injected ma- 
terial, and fluid tumors. 

When the tumor extends anteriorly, it invades 
the paravesical tissue, effacing the cul-de-sac and 
distorting the bladder. It is important to remember 
in this connection the ascent of the bladder and 
uterus consequent upon the upward growth of the 
tumor. The bladder may be elevated to the level 
of the umbilicus and will offer unexpected difficul- 
ties to the surgeon, especially if the tumor is a 
cystoma and potentially malignant. When the tend- 
ency to lateral development is great, extension 
occurs along the hypogastric vessels toward the 
iliac fossa. Extension posteriorly is soon blocked 
by the sacrum, and being limited below by the pelvic 
floor, finds its way up behind the recium and sig- 
moid, parting the layers of the mesenteries and in 
some cases surrounding and entirely separating the 
serous peritoneum from the wall of these struc- 
tures. 

The surgical removal of a mass so situated is com- 
plicated both because of mechanical difficulties and 
necessary damage to the circulation of the bowel. 
Remnants of the wolffian bodies may be left at any 
point along the course of their descent and develop 
as retroperitoneal cysts, causing a similar cleavage 
and perhaps extending in a reverse direction down- 
ward to involve the broad ligaments. 

With regard to the displacement of the pelvic 
viscera, the surgeon should bear in mind the dis- 
placement of the ureters, the upward displacement 
of the bladder, the distortion of the rectum and 
portions of the lower bowel, and the irregularities of 
the blood supply in general and in the uterine ar- 
teries in particular. The uterus itself may be pushed 
aside or upward and anteverted or elongated by 
upward tension on the fundus. 
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In the case of fibrous tumors primary in the broad 
ligament, the uterus is pushed over but not distorted, 
the uterine artery is pushed downward and com- 
pressed inward against the uterus, and the ureter is 
pressed downward and inward. When the tumor 
takes its origin in the wall of the uterus, especially 
in the cervical portion, the uterine vessels are carried 
laterally and often upward and are more often to 
be found running horizontally over the tumor. The 
ureters are also pushed laterally, but except in the 
cases of tumors arising very low on the cervix, are 
found beneath the tumor. The lower angle oi the 
bladder may be pushed up and lie on the anterior 
surface of the tumor. 

The origin of fibrous tumors of the broad ligament 
is still obscure. Doubtless many such neoplasms are 
primary in the fibrous tissue of this region. They 
tend to assume the shape of the space which they 
invade and are subject to the usual degencrations. 
They arise more frequently near the base of the 
broad ligament, and are more important here than 
higher up. They may grow anteriorly, involving 
the base of the bladder and even invading the in- 
guinal canal, posteriorly affecting chiefly the rectum, 
or laterally and downward, even pushing through 
the obturator foramen and the sciatic notch or in- 
truding on the vagina. Tumors originating in the 
bases of the broad ligaments are apt to be more 
vascular than those of uterine origin. 

Sarcoma of the broad ligament is extremely rare. 
Lipoma is even more rare and usually extends from 
a retroperitoneal lipomatous growth. These tumors 
are soft, diffuse, and difficult to deal with surgically. 
The origin of a dermoid in the broad ligament in- 
dependent of the ovary has been proved in only a 
very few cases. 

Tumors from the wolffian and muellerian vestiges 
occur close to the uterus and are chiefly of scientific 
interest. ‘The so-called parovarian cysts are im- 
portant. They originate in the canaliculi of the 
odphoron and can occasionally be shown to com- 
municate with the débris of the wolflian tubules. 
They are generally of moderate size and nearly al- 
ways unilocular, with smooth thin walls and serous 
contents. They usually originate high in the broad 
ligament and do not cause pressure symptoms on 
the pelvic viscera until late. They tend to form 
pedicles and assume clinical importance more often 
through accident. Torsion of the pedicle is common. 
Rupture may occur into either the abdomen or the 
cellular tissue of the broad ligament. The latter 
accident is the more serious. Hemorrhage into the 
cyst may occur following torsion or trauma and 
rarely without any apparent cause. Mucoid cysts 
occurring in the broad ligaments are as a rule of 
ovarian origin, but occasionally are independent. 

Tumors of adrenal tissue, typical hypernephro- 
mata, are rare. Adrenal tissue is probably carried 
along the course of the descending sex gland from its 
initial site near the kidney. 

Hematocele of the broad ligament occurs as a 
result of subperitoneal rupture of the uterus, a vari- 


cose vein, or a tubal pregnancy, or of operation. 
The natural tenacity of the layers of the ligament 
opposes the bleeding. Intraperitoneal rupture may 
follow. 

Parasitic cysts of the broad ligament are prob- 
ably always the result of the direct migration of 
parasites from the bowel. A correct diagnosis is 
rare. Echinococcus invasion is fatal. Operation 
should be performed by the abdominal route. 
Chorionepithelioma is probably never primary in the 
broad ligament. 

In the diagnosis of ligamentary inclusions the 
following questions must be answered: (1) Is the 
tumor a broad ligament inclusion? (2) Is it inde- 
pendent of the uterus? (3) Is it a true inclusion? 
(4) What is its nature? (s) What is its topography, 
connection, extent, etc.? 

The usual bimanual examination supplemented by 
other procedures should elucidate these points. A 
rectal and combined rectal and vaginal examination 
may determine the location of the tumor and its 
relation to the uterus. Sounding the uterus, draw- 
ing down the cervix with a tenaculum, sounding the 
bladder, and cystoscopy may be of value. Tumors 
of lower origin are less mobile and more commonly 
impacted against the uterus. Two constant signs 
accompanying the rise of such a tumor out of the 
abdomen are elevation of the cervix and elevation 
of the bladder. The uterus may be greatly clongated. 
The Trendelenburg position may assist in the diag- 
nosis by temporarily freeing pelvic impaction. False 
inclusions are difficult to distinguish, frequently 
even at operation. They are of two types: (1) those 
due to false inflammatory membranes, and (2) those 
due to the development of a tumor in an invaginated 
fold of the broad ligament. It is important to dis- 
tinguish these in order to arrive at the correct plane 
of cleavage. 

Several factors have contributed toward the im- 
provement of the surgical treatment of these con- 
ditions. ‘These are the use of the Trendelenburg 
position, the new abdominal hysterectomy which 
permits approach to the invaded area from below, 
the use of spinal anesthesia, improved technique 
of peritonization, and finally, the general trend to- 
ward early diagnosis with a consequent higher degree 
of operability. 

The bladder should be sounded and emptied be- 
fore operation. It may be wise to place catheters in 
the ureters. The incision should be high if there is 
any evidence of elevation of the bladder. Careful 
inspection should be made to distinguish true from 
false inclusions. Careful and complete palpation 
should be done. A cyst may be punctured if neces- 
sary. Pseudo-inclusions should be gently freed and 
their true relations determined. The position and 
distortion of the tube and round ligament may help 
to indicate the topography of the tumor. Disturb- 
ance of the relations of the bowel may indicate 
posterior extension. 

When removal appears difficult, an initial hyster- 
ectomy may be indicated as opening the best route 
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of approach. This will allow removal of the growth 
from below upward, simplify the discovery of a 
plane of cleavage, allow early and complete hamos- 
tasis, and facilitate peritonization. In some cases 
simple enucleation will suffice. 

When the peritoneal incisions are made over the 
tumor the blood supply must be taken into account. 
The region of the tube generally contains large 
vessels. Where the extension is posterior beneath 
the mesenteries the incision should roughly parallel 
the loop of bowel, at some distance from it, in such 
a manner as to allow control of the vessels. The 
serosa should be conserved for peritonization. It 
should be borne in mind that hyalin parovarian 
cysts generally have very thin avascular walls and 
are easily enucleated, whereas fibromata or multi- 
locular cysts are apt to have thick vascular walls in 
which the true plane of cleavage is found at some 
depth. Blunt dissection with the fingers or gauze is 
best. A goiter probe may be of value. It may be 


wise to empty part of a cyst and introduce the finger 
or to use Doyen forceps on the freed portions of a 
fibrous tumor. 

Hemorrhage is more liable to complicate the re- 
moval of fibromata than the removal of thick-walled 
cysts. In its prevention, it is important to find the 
true plane of cleavage and to determine in advance 
the true vascular pedicles, particularly the utero- 
ovarian pedicles, which may be difficult to find. It 
is wiser to remove the uterus at the start, insuring 
hemostasis, than to do so after haemostasis becomes 
impossible by other methods. The different dis- 
tortions of the ureters caused by tumors originating 
in the sides of the uterus or in the ligaments them- 
selves must be borne in mind. In difficult cases 
catheterization of the ureters is advisable. The op- 
erator must be prepared also to repair injury to the 
bowel or bladder. The author believes that the use 
of abdominal drainage is indicated in most cases. 

Goopricu S. SCHAUFFLER, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Bund, R.: The Demonstration of Shifting (kddema 
in Pregnant Women (Ueber den Nachweis der 
Oedemverschieblichkeit bei Schwangeren). Monats- 
schr. f. Geburtsh. u. Gynack., 1925, \xx, 132. 


The author’s experiments were carried out to 
determine whether the increased tissue fluid present 
in normal and hydropic pregnant women can be 
demonstrated by a change of posture and the use of 
a scale similar to the Mosso scale. The scale used, 
which was constructed along the lines proposed by 
Zangmeister, is shown in an illustration. 

In the cases of thirty-four pregnant women with- 
out hydrops the scale showed the transference of 
about 214 gm. of tissue fluid from the lower to the 
upper half of the body within a period of an hour. 
In the cases of twenty-seven hydropic pregnant 
women, an average of 346 gm. of fluid had shifted 
after one hour and an average of 837 gm. after two 
hours. 

In the cases of non-pregnant women no shift- 
ing of the tissue fluid was demonstrable. In the 
cases of non-hydropic pregnant women the average 
weight of the shifting fluid increased with the prog- 
ress of the pregnancy. 

The dispersion of the tissue fluid ceases within 
the first one and a quarter hours. This shifting 
toward the head occurs in all pregnant women as 
soon as they are brought from the upright position 
to the horizontal position. In hydropic pregnant 
women the shifting of the tissue fluid toward the 
head is dependent upon the severity of the 
hydrops. 

The dispersion of blood toward the head as de- 
scribed by Fick also occurs during the change from 
the upright to the horizontal position, but equili- 
brium is re-established within five minutes. The 
dispersion of blood increases with the progress of 
the pregnancy. 

The scale is a useful aid in differentiating hy- 
dropic from the non-hydropic pregnancy in cases in 
which there is an increase in weight of more than 
250 gm. Scumip (G). 


Hofbauer, J., and Geiling, E. M. K.: Studies on 
the Experimental Production of Premature 
Separation of the Placenta; A Preliminary 
Communication. Bull. Johns Hopkins Hosp., 
Balt., 1926, xxxviii, 143. 

From experiments in which they injected hista- 
mine intravenously or intracardially into guinea pigs 
and cats, the authors conclude that premature sepa- 
ration of the placenta may be due to the sudden 
access of histamine to the circulation of the mother. 

Rotanp S. Cron, M.D. 


Wagner, G. A.: Deaths Due to Heart Failure in 
Pregnancy and Labor (Herztode bei Schwangeren 
und Gebaerenden). Med. Klin., 1925, xxi, 1107. 

It is difficult to understand how, in contrast to 
the pessimists who report mortality rates of 39 to 
87 per cent from heart failure during pregnancy, 
others report a mortality of o to only 2 per cent. 
Experience at the Gynecological Clinic at Prague 
has shown that heart disease is a serious condition. 
For a true realization of the seriousness of a cardiac 
defect in pregnancy, it is necessary to study the 
severe cases as was done by Freund. One who has 
only a small series of cases is not in a position to 
discuss the subject. 

In the period from 1917 to 1925 in the Prague 
Gynecological Clinic heart disease was found in 
eighty-six (1.06 per cent) of 8,ooo0 pregnant women. 
There were ten deaths due to severe heart disease, 
a mortality of 11.5 per cent. The author reports 
each case briefly. In eighteen other cases the preg- 
nancy was interrupted because of cardiac decom- 
pensation or some other complicating condition. 

Although the first stage of labor is not associated 
with much danger to the patient with heart disease, 
the efforts of expulsion are very dangerous. The 
blood pressure and the intra-abdominal pressure 
rise abruptly with every pain and the act of expul- 
sion affects the position of the thorax and the dia- 
phragm. 

Additional dangers threaten the patient with 
heart disease during the puerperium—not from 
hemorrhage due to atony, as is so often claimed, 
but from the variation in the pressure due to the 
evacuation of the abdominal cavity and the conse- 
quent dispersion of large amounts of blood into the 
splanchnic area. Frey regards this as the chief 
danger of the entire pregnancy and labor. There- 
fore, in Wagner’s clinic, patients with heart disease 
are tightly bandaged according to the method of 
Fritsch immediately after delivery. 

Sometimes a cardiac insufficiency developing dur- 
ing labor becomes dangerous for the first time during 
the puerperium. ‘The puerperal woman succumbs 
more easily to an infection if her heart does not 
function well. 

In accordance with his experience with valvular 
defects, Wagner agrees with those who consider 
mitral stenosis particularly dangerous in preg- 
nancy. Of his eight patients with valvular defects 
who died, seven had mitral stenosis alone. 

The unfavorable influence of a congenitally nar- 
row aorta may also be very great. Of chief im- 
portance, however, is the condition of the heart 
muscle (Frey, Fromme, Kautsky, and von Jaschke). 
Therefore in judging the danger to which a woman 
with heart disease may be subjected during preg- 
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nancy or labor, it is important to have definite knowl- 
edge of the condition of the heart muscle. This is 
not always easy to obtain as functional tests do not 
always give a correct idea. 

The well-known frequency of endocarditis in wom- 
en dying during pregnancy or the puerperium 
was confirmed in the study here reported as this 
condition was found in all of those dying from val- 
vular defects. Less marked cardiac defects may 
end fatally when they are aggravated by some other 
condition such as nephritis, pneumonia, or lues. 

In order to give better advice and protection in 
individual cases it is more important to keep in 
mind the unfavorable complications that may be 
produced by cardiac defects in pregnancy than to 
rely upon statistics which represent such defects as 
harmless. In the individual case, statistics are of 
no help and one should consider only the unfortunate 
experiences of others. Bock (G). 


Stolper, L.: Appendicitis and Pregnancy (Appen- 
dicitis und Graviditaet). Wien. med. Wchuschr., 
1925, LXXV, 1370, 2334. 

From a study of eight cases observed during the 
last four years and a review of the literature, the 
author draws the following conclusions: 

1. The coincidence of appendicitis and pregnancy 
is fairly common. 

2. While pregnancy has little influence in favor- 
ing the development of appendicitis, it aggravates 
an existing appendicitis. 

3. Slight attacks of appendicitis seem usually to 
have no effect upon pregnancy, but even slight at- 
tacks may endanger it. 

4. A favorable outcome depends upon a timely 
diagnosis and operation performed as soon as in- 
dicated. 

5. Appendicitis as a complication of pregnancy 
must be borne in mind on account of the difficulty 
of its diagnosis. ; 

6. In some cases of repeated abortion the inter- 
ruption of pregnancy may be explained by a com- 
plicating appendicitis. ; 

7. An appendectomy should be done as a prophy- 
lactic measure in the cases of women with symptoms 
of appendicitis who have already aborted as well as 
in the cases of young girls and women with demon- 
strable appendicitis. 

8. When appendectomy is indicated in cases of 
pregnancy it should be performed without considera- 
tion of the pregnancy even if the latter is not dis- 
turbed by the appendicitis. 

9g. When the pregnancy is disturbed, appendec- 
tomy should be preceded by evacuation of the uterus 
done in the most conservative manner. 

Scumip (G). 


Harding, V. J., and Van Wyck, H. B.: The Use of 
Fluids in the Treatment of Hyperemesis Gravi- 
darum. Am. J. Obst. & Gyncec., 1926, x, 1. 


So harmful do the authors consider dehydra- 
tion in hyperemesis gravidarum that in every case 


of this condition which is admitted to the wards of 
the Toronto General Hospital, 1,000 c. cm. of a 5 
per cent glucose solution in a 1 per cent saline solu- 
tion is given intravenously each day as a matter of 
routine until diuresis is obtained. By “diuresis” is 
meant a twenty-four-hour specimen of urine equal- 
ling at least 1,000 c. cm. and having a specific grav- 
ity of 1.010 or less. 

During this treatment the patient is isolated from 
the others in the ward and is not allowed to receive 
visitors. At the same time, rectal enemata of 200 
c. cm. of 1o per cent glucose in normal saline solu- 
tion are given three times daily, and for the first day 
or two from 30 to 60 gr. of sodium bromide are given 
in each enema at bedtime. 

No attempt is made to feed solids by mouth, but 
the patient is urged to drink fluids even if she is 
vomiting freely. She is allowed any liquid she may 
fancy except tea, coffee, milk and cocoa. 

This treatment usually results in such marked 
improvement that in three or four days the patient 
is able to take food. Unless clinical improvement is 
noted, it is not continued longer than six days. If it 
fails, therapeutic abortion is done. 

Briefly, this treatment may be described as rest 
in bed with isolation and the forcing of fluids by all 
routes. The use of glucose though important, has 
become secondary to the use of fluids in the treat- 
ment of severe cases of pernicious vomiting of 
pregnancy. E. L. Cornett, M.D. 


Schlossmann, H.: The Amino-Acid and Polypeptid 
Content of the Blood During Pregnancy, Labor, 
and the Puerperium, with Particular Refer- 
ence to the Toxzmias of Pregnancy (Der Ge- 
halt des Blutes an Aminosaeuren und Polypeptiden 
in Schwangerschaft, Geburt, und Wochenbett, mit 
besonderer Beruecksichtigung der Schwangerschaft- 
stoxaemien). Zischr. f. d. ges. exper. Med., 1925, 
xlvii, 487. 


In the investigations reported in this article the 
blood was collected in a container, calcium oxalate 
was added, and the protein was removed by means 
of trichloracetic acid. The amino acids were then 
determined colorimetrically according to the method 
of Folin, and the polypeptid nitrogen calculated 
according to the method of Huelse and Strauss as 
the difference in the amino-acid nitrogen before and 
after hydrolysis of the blood filtrate by boiling with 
ten parts by volume of concentrated sulphuric acid 
for seven hours on a return-flow cooling apparatus. 
The residual nitrogen was then determined. 

During pregnancy and labor neither the amino 
acids nor the polypeptids were increased as com- 
pared with the normal non-pregnant state. During 
the toxemias of pregnancy the amino-acid con- 
tent was not increased, but the polypeptid content 
showed an increase proportional to the severity 
of the illness. 

In both normal pregnancies and those complicated 
by toxamia there was an increase in the residual 
nitrogen, amino-acid, and polypeptid contents dur- 
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ing the first days of the puerperium. The increase in 
the polypeptids was especially marked. It is evident 
that this increase is caused by the resorption which 
occurs during puerperal involution, since a similar 
increase is found regularly during the resorption of 
traumatic hematomata. 

Following phlebotomy in the severe toxamias of 
pregnancy the polypeptid content of the blood in- 
creased considerably, whereas the amino-acid con- 
tent remained unchanged. Even though these in- 
vestigations confirmed the findings of Huelse and 
Strauss regarding the increase in the polypeptid 
content of the blood during the toxwmias of preg- 
nancy, the relationship between this increase and 
the rise in the blood pressure remains obscure since 
the similar marked increase in the polypeptid con- 
tent during the normal puerperium and the resorp- 
tion of hamatomata is not accompanied by such a 
rise in the blood pressure. 

The increase in the polypeptid content following 
phlebotomy indicates that there are present in the 
tissues and the oedema fluid even more polypeptids 
than are present in the blood and that after the 
phlebotomy these are returned to the blood 
stream. 

The question as to whether the accumulation of 
higher protein cleavage products in the blood and 
tissues is the cause or the result of eclampsia cannot 
yet be answered. SCHLOSSMANN (Z). 


Mussey, R. D.: Observations on the Treatment of 
the (Edema of the Toxzemia of Pregnancy 
with Ammonium Chloride. Am. J. Obst. & 
Gynec., 1926, xi, 222. 

The excessive increase in weight in cases of tox- 
emia of pregnancy is due usually to the retention of 
fluid in the tissues. This retention is not always 
recognized as oedema. The use of ammonium chlo- 
ride in conjunction with rest in bed and restriction 
of the dict and of the fluid intake usually causes an 
increased excretion of urine. The results obtained 
with this treatment in Mussey’s cases justify the con- 
tinued use of ammonium chloride as a diuretic in 
similar cases. 

The increased excretion of urine and decrease in 
the oedema with resulting loss of weight probably 
carries from the tissues a sufficient amount of toxin 
to improve the general condition. In Mussey’s 
cases the improvement continued up to the delivery 
of a living child, the postpartum convalescence of the 
patient was unquestionably shortened, and in all 
probability more severe residual nephritis was pre- 
vented. 

The resemblance between the action of ammoni- 
um chloride in certain cases of eclampsia and cases 
of acute glomerulonephritis is rather striking. Al- 
though there is usually little or no increase in the 
retention of urea in the blood, ammonium chloride 
should not be used without examination of the blood 
with regard to the urea content and the alkali re- 
serve as manifested in the carbon dioxide combining 
power. 


Dorsett, L.: The Intramuscular Injection of Mag- 
nesium Sulphate for the Control of Convul- 
sions in Eclampsia. Am. J. Obst. & Gynec., 1926, 
xi, 227. 

The intramuscular injection of a 25 per cent mag- 
nesium sulphate solution in 15 c.cm. doses will 
control the convulsions of eclampsia. Fifteen cubic 
centimeters as an initial dose is not toxic. 

This method of treatment not only relaxes the 
patient but decreases the intracranial pressure by 
relieving the cerebral oedema, stimulates diuresis, 
and aids in the diminution of the’ general oedema. 

Eclampsia is primarily a medical condition and 
secondarily an obstetrical problem. 

Any method of hastening delivery is unnecessary 
and greatly increases the morbidity. 

Ek. L. Cornett, M.D. 


Butler, P. F.: Pyelitis in Pregnancy. Am. J. 
Roentgenol., 1926, xv, 144. 

This article is largely a presentation of the injec- 
tion method for the study of pyelitis in pregnancy. 
A brief consideration of the incidence of the condi- 
tion, the infecting agents, the symptoms, and the 
treatment is followed by more detailed discussion of 
the technique and the value of pyelography and 
ureterography as practiced routinely by the author 
for about two years. The method described is re- 
garded as especially adapted to the pyelitis of 
pregnancy because it consists in drainage and lavage 
accomplished at the same time that the diagnostic 
study is made. It gives far more accurate informa- 
tion than can be obtained from urine examinations 
alone, and demonstrates not only the presence of 
pathological changes but often the anatomical ex- 
tent of the lesion. 

As a result of such study the author divides cases 
of pyelitis into three anatomical types: (1) those 
with simple dilatation of the ureter and renal pelvis 
with or without kinks in the ureters; (2) those with 
dilatation of the renal pelvis with blunting of the 
calyces from continued infection and increased pres- 
sure; and (3) those with true destruction of the kid- 
ney substance. 

Cases of the first type are apparently very com- 
mon; a study of a series of cases with no subjective 
symptoms and with normal urinary findings revealed 
dilatation of the ureters and renal pelvis in a large 
percentage. Many of the cases reviewed were of 
this type, but in these the condition was associated 
with pain and with pus in the urine. Catheterization 
of the ureters and drainage of the ureters and pelvis 
gave relief for months, and in practically every in- 
stance the pyelitis cleared up after delivery. 

In the second type of case, with blunting of the 
calyces from continued pressure, plugs and mucus 
are usually present. Drainage with lavage of the 
renal pelvis is indicated. Hexamethylenamine may 
be beneficial. 

When there is true destruction of the kidney sub- 
stance the symptoms are usually very severe and 
the condition does not clear up after pregnancy. 
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In cases of this type it might be wise to remove the 
diseased kidney after the birth of the infant. 

The main points made in the article are summa- 
rized as follows: 

1. Deformities and infections of the urinary tract 
in pregnant women are easy to diagnose. 

2. Frequent study of the urine gives the first clue 
to these conditions. Subjective symptoms develop- 
ing later demand careful investigation and early 
treatment. 

3. The treatment is very simple and effective; 
catheterization alone is usually sufficient. 

4. A careful prenatal study of cases will disclose 
the condition early. 

5. Co-operation between the roentgenologist and 
urologist reveals the entire picture. 

Apotew Hartunc, M.D. 


LABOR AND ITS COMPLICATIONS 


Williamson, H. C.: The Application of the Forceps 
to the Transverse Head for Delivery of Per- 
sistent Occipitoposterior Cases. Am. J. Obst. & 
Gyncc., 1926, X, 37. 

In the maneuver to deliver the occiput-posterior 
head by one application of the forceps, the hand is 
introduced into the vagina, the head rotated to the 
transverse position, and the posterior blade of the 
forceps introduced into the hollow of the sacrum. 
The second blade is then inserted along the sides of 
the pelvis, the handle depressed, and the blade 
placed on the side of the head beneath the symphy- 
sis. The important feature in the introduction of the 
blades is the depression of the handles. Rotation 
takes place spontaneously in most cases and in the 
others very easily. Rotation should always be com- 
plete before traction is made. 

Extraction is the same as in any other anterior 
head position. 

One hundred forceps cases treated by this tech- 
nique are reported. FE. L. Cornett, M.D. 


Bell, B.: The Technique of Suture of the Uterus 
After Caesarean Section. J. Obst. & Gynac., Brit. 
Emp., 1925, xxxii, 727. . 

Bell is ever striving to find a better method of 
closing the casarean incision. In this article he 
describes, by text and drawing, a procedure that 
apparently has some very definite advantages over 
the usual method of closure. 

With a large curved Reverdin needle the suture is 
introduced in double mattress fashion from ™% in. 
below the edge of the uterine incision, piercing, from 
within outward, the uterine muscle on either side of 
the uterine incision down to, but not through, the 
endometrium. A sufficient number of these sutures, 
placed 34 in. apart, are employed to close the uterine 
incision. They are then tied with knots within the 
uterine wound. 

The second stage consists in the closure of the 
middle and superficial parts of the musculature of 
the incised uterus. This is accomplished by utilizing 
for a further series of more superficial mattress su- 
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tures the longends of catgut left after the first layer 
of mattress sutures has been tied. In this way all 
of the divided musculature is brought together to 
form a very broad, strong mound or ridge so that 
no surface along the line of incision is left exposed 
but is securely covered by peritoneum. 

This procedure is followed by no postoperative 
adhesions and produces a firm, strong uterine scar. 

Harvey B. Matruews, M.D. 


Stoeckel, W.: The Pathology and Treatment of 
Postpartum Hemorrhage (Pathologie und The- 
rapie der ‘“‘Nachgeburtsblutungen”’). Arch. f.Gynack., 
1925, CXXV, I. 

Since pathological and physiological occurrences in 
the third stage of labor cannot be sharply differen- 
tiated, Stoeckel, in his comprehensive paper read 
before the Vienna Gynecological Society, deals main- 
ly with the course and management of the normal 
third stage. He reviews the older as well as the 
newer theories. 

With regard to the manner and means by which 
postpartum hemorrhage is to be arrested, a decision 
has not yet been reached. Further investigation is 
necessary to determine the réle played by the blood 
vessels and the connective tissue in the arrest of 
hemorrhage in normal and pathological conditions. 
The coagulation of the blood also requires further 
study. 

Stoeckel was able to collect a vast amount of data 
regarding the normal and pathological third stage 
of labor by means of questionnaires which he sent 
to the leading obstetricians of Germany, Austria, 
Hungary, Switzerland, and the Scandinavian coun- 
tries. Eighty-three replies reviewed 941,487 deliv- 
eries. 

evidences of placental separation, the manage- 
ment of the third stage of labor, fatalities due to 
hemorrhage due to uterine atony, the treatment of 
the pathological third stage of labor, severe post- 
partum hemorrhage, palpation and manual separa- 
tion of the placenta, and the management of the 
normal third stage of labor are discussed. It is 

therefore clear that in a short abstract not even a 

cursory review can be made of such a mass of 

material. 

Whereas, in the text, placenta accreta is correctly 
designated as a pathological insertion of a tuft in 
the uterine musculature due to absence of a spon- 
giosa layer, in two tables reference is made to the 
frequency of placenta accreta “or separation of the 
adherent placenta” and as a result there is the 
enormous total of 1,189 alleged adherent placentz. 
Even though Stoeckel concludes that the term “‘ad- 
herent” has various interpretations, there is the 
danger that, on the basis of Tables 8 and 9g alone, a 
false conception may arise with regard to the fre- 
quency of the true placenta accreta which is very 
rare. 

The methods of compressing the aorta and the 
engorgement of the placenta according to the Mojon- 
Gabaston method are described in detail. 
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Stoeckel’s statements regarding manual separation 
of the placenta in cases of severe hemorrhage and 
particularly his endeavor to place it near the head 
of the list of available remedies in suitable cases 
seems of importance. He says, “This method should 
be used much more frequently, but it should also be 
mis-used much less frequently.” 

Some of the subjects reviewed are dealt with in 
much greater detail than others. The discussion of 
blood substitution by means of blood transfusion is 
very brief. 

This paper by Stoeckel is the first exhaustive 
presentation of the normal and pathological third 
stage of labor since the work of Ahlfeld. 

Scumip (G). 


MISCELLANEOUS 


Knebel, R.: The Results of Systematic Serological 
Tests for Syphilis Made on the Retroplacental 
Blood (Die Ergebnisse der systematischen Durch- 
fuehrung serologischer Luesreaktionen im Retro- 
placentarblut). Zentralbl. f. Gynaek., 1925, xlix, 
1302. 

Serological tests for syphilis were carried out 
systematically on all of the patients admitted to 
the Krupp Lying-In Home and the Municipal Gyne- 
cological Clinic at Essen since 1921. At first only 
the Wassermann test was made, this being carried out 
on both the blood from the arm vein and the retro- 
placental blood; but as it soon became evident that 
in the retroplacental blood this test was inhibited 
by numerous non-specific factors, the Meinicke pre- 
cipitation test, the Sachs-Georgi test, the Hohn 
test, and the Wassermann test were thereafter made 
simultaneously. 


From 1922 to 1923, the tests were made in 994 
cases. The results of the precipitation test were the 
same for the blood from the arm vein and the retro- 
placental blood, but this was not the case with the 
Wassermann test, which in the retroplacental blood 
in 3.7 per cent of the cases was inhibited by non- 
specific disturbances. Consequently, the Wasser- 
mann test was thereafter omitted in the examination 
of the retroplacental blood. In all positive cases of 
syphilis, the serological tests were continued sys- 
tematically for months. Of the married women 
examined, 1.87 per cent were proved syphilitic. 

In the most recent series of 1,063 cases the sero- 
logical examination of the retroplacental blood again 
showed that such blood is suitable for serodiagnosis 
and that the precipitation test is especially efficient 
since in no instance was it inhibited by non-specific 
factors. The precipitation test may remain positive 
for a long time following treatment—long after the 

Jassermann test has again become negative. 

Anti-syphilis treatment appears to the author to 
be indicated when clinical symptoms of syphilis are 
present, when the Wassermann test is positive and 
the history suggests syphilis, and when, in the ab- 
sence of clinical symptoms and a suggestive history, 
the Meinicke precipitation test and the Hohn modi- 
fication of it are positive. 

According to these principles, the author believed 
that seventeen of the patients tested required treat- 
ment, but because they felt entirely well and knew 
of no infection, only four would submit to treatment 
in spite of insistent warnings. 

In conclusion Knebel urges the establishment of 
more special dispensaries for the treatment of preg- 
nant and puerperal women similar to those founded 
by Peham in Vienna. Bock (G). 
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ADRENAL, KIDNEY, AND URETER 


Richards, A. N.: The Function of the Kidney. 
Colorado Med , 1926, xxiii, 11. 

Heller, F. M.: The Value of Laboratory Tests in 
the Diagnosis of Kidney Efficiency. Colorado 
Med., 1926, xxiii, 14. 


By microscopic study, RicHarps has found that 
the kidney is able to utilize few or many of its glo- 
merular units according to the state of its nervous 
control or the composition of the blood flowing 
through it. One factor by which renal function is 
adjusted to the excretory needs of the body is 
intermittence of the flow of blood through the glo- 
meruli. A slight alteration in this delicate adjust- 
ment may result in albuminuria. 

Another means by which glomerular function is 
regulated consists in alterations in the relation of the 
caliber of the afferent and efferent arterioles of the 
glomerulus. 

In experiments on frogs the author recently found 
it possible to extract glomerular fluid from the cap- 
sule of Bowman as it was there separated from the 
plasma. He is now studying the chemical differences 
in the composition of the plasma and glomerular 
fluid in relation to filtration and resorption processes. 

The purpose of this article is not so much to 
discuss the theories of renal function as to describe 
experiments recently performed which have extended 
our knowledge of the kidney. 

HELLER briefly reviews the physiology of the 
kidney and then discusses the two-hour, the water, 
the phenolsulphonephthalein, and the blood-chem- 


istry tests of renal function and the significance of 


the temporary and permanent presence of casts and 
cells in the urine. He reports several cases in which 
the clinical and laboratory data were compared with 
the postmortem findings. His conclusions are as 
follows: ‘ 

No one test of renal function can be relied upon 
alone for the recognition or the presence or absence 
of early pathological changes in the kidney. All tests 
which have been proved of value should be made 
repeatedly and their findings should be correlated. 
Because of the failure of functional tests to determine 
the localization of early kidney lesions, the differen- 
tial diagnosis of hypertension in nephritis and essen- 
tial hypertension is rarely possible. Advanced renal 
disease can be determined by laboratory methods. 

Joun G. CureetTHam, M.D. 


Lewis, B.: Urinary Regurgitation and Renal Colic. 
J. Urol., 1926, xv, 189. 


The author reports a series of cases in which there 
was a history of typical attacks of renal colic sug- 
gesting the passing of a ureteral calculus. Ureteral 


catheterization and X-ray examination showed no 
stones but some form of obstruction of the vesical 
neck and varying amounts of residual urine. 

The theory is advanced that the attacks of colic 
were due to regurgitation of urine in the ureters 
caused by the obstruction at the bladder neck. The 
occurrence of regurgitation was not proved by 
cysto-ureterograms, but the symptoms were prompt- 
ly and entirely relieved by dilatation of the neck of 
the bladder. Henry L. Sanrorp, M.D. 


Nichols, B. H.: Pathological Conditions of the Kid- 
ney Considered Roentgenologically. South. M. 
J., 1926, xix, 6. 


The diagnosis of a kidney lesion by the roentgen 
ray is limited to the following determinations: (1) 
the size, shape, and position of the kidney; (2) 
variations in the density of the kidney shadow; and 
(3) the size, contour, and position of the renal pelvis 
and calyces. 

A pathological condition can be diagnosed only 
when definite deviations from the normal are present. 
Both kidneys with their adjacent structures should 
be included in the picture in order to show their 
relative size, shape, and position. A large kidney 
may mean compensatory hypertrophy for a path- 
ological small kidney. Variations in the shape of the 
kidney are produced by tumors, hydronephrosis, 
and anomalies. A movable kidney can be readily 
determined by comparing pictures made with the 
patient in the reclining and upright positions. The 
density of the renal shadow may be changed by 
calculi, calcification associated with tuberculosis, 
and polycystic degeneration. 

The pyelogram aids in the diagnosis by showing 
alterations in the size, outline, and position of the 
renal pelvis and calyces. Stones, hydronephrosis, 
pyonephrosis, and tumors usually cause definite 
changes in the pelvis and calyces. If the presence of 
a tumor is suspected, pictures of the skull and other 
bones may show metastases. Anomalies such as 
horseshoe kidney, absence of one kidney, misplaced 
kidney, and double kidney may also be demonstrated. 

CLAUDE D. PICKRELL, M.D. 


Possati, A.: The Roentgen Picture of Fused Kidney 
(Il rene fuso nel quadro radiologico). Arch. ital. di 
urol., 1925, ii, 3. 

Possati reports, with roentgenograms, the clinical 
histories of four cases of fused kidney, in three of 
which the organ was of the horseshoe type and in 
one a unilateral fused kidney. 

The roentgen diagnosis of horseshoe kidney has 
been considerably facilitated by the use of the 
Potter-Bucky diaphragm. It is to be noted in the 
picture that the longitudinal axes of the kidneys are 
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parallel with the spinal column; that the kidneys 
occupy a median position almost in contact with 
the spinal column; that both kidneys are displaced 
downward, the amount of displacement being equal 
on the two sides; and that it is impossible to move 
the kidneys from their median position. Sometimes 
also the lower poles of the kidneys are displaced 
toward the spinal column and the bridge which 
unites the two kidneys is visible. 

In the first case reported by the author, fluoro- 
scopic examination with the patient in the erect 
position with dorsoventral projection showed, far 
down, the shadow of a renal calculus which moved 
from above downward during respiration and from 
within outward while the patient was changing from 
the erect to the supine position. On lateral projec- 
tion with the patient standing, the shadow was much 
further forward with respect to the spinal column 
than that of a normal kidney. In the roentgenogram 
the lower end of the kidney shadow was very low. 
At the level of the middle of the body of the fifth 
lumbar vertebra it was very close to the median line, 
and the longitudinal axis was directed from above 
downward and from within outward. 

In the second case reported there was an opacity 
in front of the spinal column which formed a con- 
tinuation of the lower part of the kidney shadow 
toward the midline. Auprrey G. Morcan, M.D. 


Bianchetti, C. F.: Hydronephrosis in a Solitary 
Horseshoe Kidney on the Right Side; Hemine- 
phrectomy; Recovery (Idronefrosi destra in rene 
unico a ferro di cavallo; eminefrectomia; guarigione). 
Arch. ital. di urol., 1925, ii, 57. 

The case of hydronephrosis reported in this article 
was that of a man 46 years old who for some time 
had had severe pain in the right hypochondrium and 
recently had noticed in that region a round swelling 
which was slightly painful on pressure. At examina- 
tion the dulness of the tumor was found to be con- 
tinuous with that of the liver. The tumor was 
smooth and fluctuant. No pedicle could be felt. 
Examination of the urine was negative; the daily 
amount was between 1,500 and 1,600 c.cm. 

As the patient refused an endoscopic examination, 
the decision was made to operate, the diagnosis being 
left open between cystic disease of the kidney and 
calculous hydrops of the gall bladder. 

Abdominal incision showed that the tumor was 
retroperitoneal. This incision was therefore closed 
and a lumbar incision was made. The right kidney 
was found hydronephrotic and on dissection its 
lower pole was found connected by a broad isthmus 
with the lower pole of the opposite kidney. The 
right kidney was resected and the wound partially 
closed. Uneventful recovery followed. 

The horseshoe kidney seems to be more predis- 
posed to hydronephrosis than the kidney of normal 
shape, probably because of malformation of the 
ureters or pressure from abnormal vascular pedun- 
cles. Davidson states that the solitary kidney is 
more predisposed to develop hydronephrosis because 
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its ureter is implanted higher. He believes that in 
any case of hydronephrosis in which the cause is 
not clear the possibility of a solitary kidney should 
be considered, but the author calls attention to the 
fact that horseshoe kidney is found in not more than 
from o.1 to 0.3 per cent of the cases operated upon 
for hydronephrosis. Auprey G. Morcan, M.D. 


Sears, W. G.: Congenital Cystic Disease of the 
Kidneys, Liver, and Pancreas. Guy's Hosp. Rep., 
Lond., 1926, Ixxvi, 31. 

The author reports a case of congenital cystic 
disease of the kidneys associated with cysts in the 
liver and pancreas. The patient was a man 44 years 
old who complained of enlargement of the abdomen, 
vomiting, and increasing lassitude. The abdominal 
distention and the lassitude had begun ten months 
previously. Two days before the patient entered 
the hospital he collapsed. His temperature varied 
between 98 and 102 degrees F’., and he vomited five 
or six times a day. 

On physical examination the heart and lungs were 
found normal. The liver extended 1 in. above the 
umbilicus and its surface was slightly irregular. A 
large tumor in the left loin was identified as the left 
kidney. An enlarged right kidney was also made 
out. The Wassermann test was negative and the 
blood count showed nothing abnormal. ‘The blood 
urea was thirteen times higher than normal. The 
urine, which was of a normal specific gravity, con- 
tained albumin, red and white cells, and a few 
bacteria, but no sugar or casts. The daily output of 
urine was 30 02. 

The patient gradually became weaker and men- 
tally confused. just before his death uramic twitch- 
ings occurred. 

At autopsy, the liver was found to be enlarged 
and to contain many cysts which varied in size from 
that of a pinhead to that of a large walnut. These 
cysts were scattered throughout the organ and con- 
tained clear fluid. The biliary passages and the 
portions of the liver between the cysts were normal. 
Small cysts were found also on the surface and 
within the interior of the pancreas. None of these 
was larger than a large pinhead. Both kidneys had 
been transformed into large multilocular multicystic 
masses with a combined weight of 4,000 gm. There 
was no obviously normal renal tissue. The ureters 
were patent. The bladder was inflamed. There 
were no other abnormal findings. The microscopical 
findings are described in detail. 

The report of this case is followed by a lengthy 
discussion of the condition, in which it is pointed 
out that congenital cystic disease of the kidneys 
occurs at two periods of life: (1) in the fetus and 
young infant, and (2) in the adult over 40 years of 
age. As it may occur in several members of the same 
family and in successive generations, the conclusion 
is drawn that it is definitely hereditary. It is fre- 
quently associated with other congenital abnormal- 
ities, especially malformations of the genital organs, 
lesions of the urinary organs, visceral malformations, 
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and other abnormalities such as meningocele, hydro- 
cephalus, polydactylism, club-foot, etc. These asso- 
ciated abnormalities are less commonly found in 
adults than in infants, possibly because their pres- 
ence determines an early death. 

The clinical course of the condition in adults may 
be divided into the following stages: 

1. The latent stage, in which there is progressive 
enlargement of one or both kidneys without other 
symptoms. : 

2. The stage of renal tumor. This stage may be 
associated with a dull loin ache and hematuria. A 
tumor is discovered. Later, there are symptoms of 
diminishing renal function such as nausea, flatulence, 
constipation, headache, and polyuria with urine of 
a low specific gravity. 

3. The stage of uremia. This stage is of short 
duration, soon terminating in death. 

Statistics show that the condition is slightly more 
common in the female than in the male and usually 
proves fatal between the ages of 40 and 60 years. It 
is unilateral in only to per cent; probably even this 
percentage is too high. In 30 per cent of the cases 
the liver also is involved. The case reported in this 
article is the only one so far reported in which the 
pancreas was cystic. 

Any theory which will explain the condition satis- 
factorily must explain: (1) the histological findings, 
(2) the fact that several organs may be involved, 
(3) the curious fact that the disease appears almost 
invariably at two periods of life, that is, in the fetus 
or young infant and in the adult over 40 years of 
age, (4) the hereditary and familial nature of the 
condition, and (5) the frequent co-existence of other 
congenital abnormalities. 

The various theories as to the pathogenesis of the 
condition have ascribed it to degeneration, neoplasm 
formation, inflammation, and errors of development. 

“ach of these theories is discussed. The author finds 
objections to the first three, and is inclined to regard 
the last as the most logical. 

In conclusion Sears states that in the past the 
congenital and hereditary nature of the condition 
has not been sufficiently stressed in consideration 
of its pathogenesis. H. A. Fowter, M.D. 


Hundley, J. M., Jr.: Pyelitis in the Female: Anal- 
ysis of Cases. J. Am. M. Ass., 1926, Ixxxvi, 603. 


The author defines pyelitis as an inflammation of 
the mucous membrane of the pelvis and calyces of 
the kidney. In pyelonephritis the process is more 
advanced and in addition there is an infection of the 
kidney parenchyma. Both conditions are usually 
associated. When the parenchyma is involved the 
function of the kidney is inhibited. In 117 of 140 
cases collected by Kidd, the colon bacillus was the 
causative factor. In 1916 Crabtree was able to grow 
colon bacilli in blood cultures in 40 per cent of cases 
of pyelonephritis. 

The predisposing causes are focal infection in the 
teeth, tonsils, sinuses, ears, gall bladder, intestinal 
tract, prostate, or seminal vesicles and obstruction 
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of the urinary tract caused by stones, new growths, 
or strictures. 

The condition may be acute or chronic. The in- 
fection is practically always carried through the 
blood stream. 

The treatment consists in the eradication of focal 
infections, the correction of intestinal disorders, and 
the internal administration of urinary antiseptics. 
If the condition does not clear up, lavage of the 
kidney pelvis preferably with a 1 or 2 per cent silver 
nitrate solution is indicated; from one to ten lavages 
may be required. In the cases of children, consider- 
able attention must be paid to the gastro-intestinal 
tract. 

Although alkalies have no specific action, their 
use plus the intake of large amounts of water is 
very valuable. Maurice MEttzer, M.D. 


Scott, W. J., and Leonard, V.: Hexylresorcinol in 
the Treatment of Pyelitis of Infancy and of 
Childhood. Am. J. Dis. Child., 1926, xxxi, 241. 


Hexylresorcinol is a stable chemical compound 
which is non-toxic in therapeutic doses given over a 
long period of time, non-irritating to the urinary 
tract, and bactericidal in high dilution in urine of 
any reaction; and, after its administration by mouth, 
it is eliminated by the kidney in sufficient concen- 
tration to impart active bactericidal properties to 
the urine. 

A 2.5 per cent solution of hexylresorcinol in olive 
oil is well borne by infants and is as efficacious as a 
more concentrated solution. 

A teaspoonful of the 2.5 per cent solution contains 
o.1 gm. It has been the authors’ custom to begin 
with doses of that amount twice daily and to increase 
the dose gradually to 0.2 or 0.3 gm. three times daily, 
depending on the case. 

The first few doses may cause some catharsis, but 
this ceases within a day or two in spite of continued 
administration of an increasing dose. A maximum 
dose of 0.6 gm. has been given three times daily to 
young children for months at a time without causing 
any toxic effect or gastric irritation. In occasional 
cases the large doses cause diarrhoea and abdominal 
cramps, but complications cease when the dose is 
reduced. 

Sodium bicarbonate with water should not be 
given in conjunction with hexylresorcinol, but may 
be administered in alternating courses. The treat- 
ment should be given for three or four months and 
should be continued for one or two weeks after the 
urine has become sterile. 

The authors report several cases in which the 
general condition improved before the urine showed 
any tendency to become sterile. Certain resistant 
cases which do not respond to hexylresorcinol at 
first will respond to it later when some other drug 
has been used in the intervening time. 

The improvement in the condition is sometimes 
more marked than the changes in the urine. The 
importance of a full course of treatment is empha- 
sized. Henry W. PLacceMeyeR, M.D. 
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Hager, B. H.: A Contribution to the Etiology of 
Calcareous Pyelonephritis. J. Urol., 1926, xv, 
133- 

Hager states that the salmonella ammoniz bac- 
teria may invade the kidney pelvis and under favor- 
able conditions produce a calcareous pyelonephritis. 

The mechanism of the production of alkaline 
urine with precipitation of the alkaline inorganic 
salts in the renal pelvis and calyces is similar to that 
of the production of encrusted cystitis with free 
floating stones in the bladder by the action of salmo- 
nella ammoniz bacteria. 

In a previous publication the author showed that 
alkaline encrusted cystitis results from the implanta- 
tion of salmonella ammoniz bacteria on an already 
existing cystitis, and that the condition can be 
produced experimentally in animals. The mech- 
anism by which calcareous deposits and free cal- 
careous masses are formed in the bladder is similar 
to that of the formation of renal calculi in certain 
cases of calcareous pyelonephritis. 

In 1915, Mayo advanced the idea of the bacterial 
origin of renal stones. From a series of experiments 
on animals, Keyser concluded that calculi may be 
formed as the result of infection with certain strains 
of bacteria causing a disturbance of the normal 
colloid mechanism of the urine. 

Hager reports a case of classical exstrophy of the 
bladder, rudimentary penis, complete epispadias, 
and calcareous pyelonephritis in which the salmo- 
nella ammoniz bacteria were isolated and the findings 
agreed with the chemical and experimental data 
obtained in a study of alkaline encrusted cystitis. 
He believes that in this case the patient was suffer- 
ing from pyelonephritis prior to his infection by the 
salmonella ammoniz bacteria. 

Whether the bacteria make their ascent through 
the lumen of the ureter or by way of the ureteral or 
periureteral lymphatics cannot be stated. 

C. Travers Stepita, M.D. 


Kilbane, E. F.: Ectopic Ureteral Openings; Sur- 
gical Significance and Treatment. Surg., Gynec. 
& Obst., 1926, xlii, 32. 

Kilbane reports two cases of supernumerary 
ureter with an ectopic opening and reviews the 
cases that have been reported in the literature. With 
regard to the male he discusses only ectopic open- 
ings which open into the urethra directly or indirectly 
through the seminal vesicle, vas deferens, ejaculatory 
duct, or prostate, and with regard to the female, 
only ectopic openings into the urethra or vagina or 
on the external: genitals. These anomalies con- 
stitute a definite clinical entity. While the symptoms 
differ to some extent in the male and female, the 
surgical aspects are practically the same in both 

Of the several theories advanced to explain the 
formation of double ureters, one of the most accept- 
able is that, instead of a single evagination from the 
wolffian duct, there are two or more anlagen, each 
of which develops into a separate ureter with a 
separate implantation into the developing kidney 
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blastema. This theory explains the formation of a 
complete ureteral duplication, but does not explain 
an incomplete duplication. The development of an 
anomaly of the latter type may be explained by 
precocious branching of the original evagination 
before the distal ends become embedded in the 
nephrogenic tissue, the point of juncture of the two 
ureters depending upon the period of embryonic 
development at which the division of the ureteral 
anlage occurred. 

In the female, the signs of the anomaly depend to 
a great extent upon the site of the ectopic opening. 
When the opening is on the vulva, about the external 
meatus, or in the vagina, they are definite and 
characteristic. From birth, there is a constant and 
uncontrollable dribbling’ of urine without sensation. 
In addition, urine is voided at normal intervals in 
normal amounts, in response to the normal impulse 
of a filled bladder, and with complete relief on com- 
pletion of the act. 

The history alone should lead to a diagnosis, but 
apparently the condition is unrecognized for years. 
In most instances the patient is greatly humiliated 
by the deformity and subjected to very definite 
social and economic handicaps. 

In the male the condition usually remains unrec- 
ognized unless the existing hydronephrosis is com- 
plicated by infection, when fever, pain, and swelling 
occur. 

Only two cases have been diagnosed during life. 
In one of these, the condition was recognized by 
Chute during operation, and in the other was diag- 
nosed by Day before operation. 

In the author’s first case the supernumerary ureter 
opened near the external urinary meatus and the 
supernumerary kidney or cephalic portion of the left 
kidney showed marked infection and poor function. 
In the second case there was a mild parenchymatous 
nephritis in a kidney with an accessory pelvis and 
ureter. Louis Gross, M.D. 


Simons, I.: Ureteral Kinks. 

Livermore, G. R.: Ureteral Stricture. 
1926, XV, 45. 

Hunner, G. L., and Wharton, L. R.: The Patho- 
logical Findings in Cases Clinically Diagnosed 
as Ureteral Stricture. J. Urol., 1926, xv, 57. 


J. Urol., 1926, xv, 29. 
J. Urol. 


Srmons states that in cases in which a ureteral 
kink is suspected, the X-ray examination should 
include: 

1. A picture of the entire abdomen and pelvis 
with both roentgenographic catheters inserted to 
the renal pelvis and without the injection of opaque 
fluid into either catheter. 

2. A picture of the entire abdomen and _ pelvis 
with the upper urinary tract of one or both sides 
injected from below, the catheter tips being in the 
renal pelves. 

3. A picture of the entire abdomen and pelvis 
with the upper urinary tract of one or both sides 
injected from below, with the catheter tips being in 
the pelvic portion of the ureters. 
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It is of course understood that Plate 3 should be 
made a few minutes after Plate 2. 

Mention is made of two cases of ureteral kinks in 
which a cure was obtained by nephropexy. 

LIVERMORE discusses ureteral strictures due to a 
focus of infection in one of the cavities or glands of 
the body. Among the possible foci are the seminal 
vesicles and prostate. Livermore agrees with Hun- 
ner that ureteral stricture is a frequent condition 
and that good results can be obtained only by clear- 
ing up the focus of infection in conjunction with 
local dilatation. His statistics coincide with those 
of Hunner. 

HuNNER and WuHarton report eight cases of 
ureteral stricture and supplement the histories with 
photomicrographs. There were three strictures of 
congenital origin located in the pelvic portion of the 
ureter. Two of these were intravesical and one was 
situated at the ureteropelvic juncture. In three 
cases the stricture was due to trauma. In two of 
this group it followed a gynecological operation and 
in one the application of radium to the uterine 
cervix. All of the strictures due to trauma were 
located in the pelvic portion of the ureter. In two 
cases the stricture was due to focal infection, and in 
both of these cases there was an illusive ulcer of the 
bladder. J. Sypney Rirrer, M.D. 


Peck, C. H.: The Treatment of Obstructions of the 
Upper Ureter and Early Hydronephrosis. Anu. 
Surg., 1926, Ixxxiii, 260. 

Peck describes a procedure first reported by him 
in 1910 which has proved of value in early cases of 
hydronephrosis with compression of the ureter at 
the ureteropelvic juncture by the enlarged renal 
pelvis. It consists in passing a stiff ureteral catheter 
through a stab wound in the cortex down through 
the ureter into the bladder and leaving it in place 
for five days to act as a splint until the kidney 
becomes fixed in the right position by adhesions. 

As the result of the better drainage it establishes, 
this procedure alone may aid materially in clearing 
up pyelitis. In cases with calculi, stricture, etc., the 
associated complication must also be treated. 

The author reports five cases. He has performed 
the operation in twenty-six cases. Calculi were pres- 
ent in only four. There were two deaths, one due to 
Grave’s disease and the other following secondary 
nephrectomy for renal suppuration. In the other 
cases there has been no recurrence of the obstruc- 
tion. ALTON OcusNerR, M.D. 


BLADDER, URETHRA, AND PENIS 


Potter, J. C.: The Effect of Section of Both Sacral 
Nerves on Intravesical Pressure: An Experi- 
mental Study. J. Urol., 1926, xv, 197. 


To determine the el'ect of section of both sacral 
nerves on intravesical pressure, the author performed 
a series of experiments using quiet, docile dogs. After 
the bladder had been carefully emptied by catheter, 
it was filled with 12.5 per cent solution of sodium 
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iodide in quantities equal to 10 c.cm. for each kilo- 
gram of body weight. The pressure was recorded in 
centimeters in a vertical tube in direct communica- 
tion with the fluid in the bladder. The form of the 
bladder and the possible presence of a reflux up the 
ureters were determined by cystograms. Except in 
the control animals, the sacral nerves were severed 
on each side after a series of pressure readings had 
been taken. At intervals of from two to six weeks 
after the operation observations were made on the 
intravesical pressure per constant volume. Care was 
taken to insure relaxation of the abdominal muscles 
and to disturb their tone as little as possible. The 
observations were continued for about nine months, 

The postoperative and pre-operative readings of 
intravesical pressure were identical. The cystograms 
never showed any reflux up the ureters. Vesical 
control was not impaired, and there was no residual 
urine. 


Moorhead, S. W.: Urethral Catheterization: Its 
Pitfalls and Their Avoidance. Therap. Gaz., 
1926, 3s. xlii, 1. 

Urethral catheterization should be done only with 
the proper instruments well lubricated and gen- 
tly manipulated. The physician’s armanentarium 
should include soft rubber catheters Nos. 16 to 18 
F., woven catheters Nos. 12 to 16 F., metal catheters 
No. 16 F., filiform bougies, and Gouley’s catheter. 
The best lubricant is the water-soluble jelly. 

All instruments except those which are woven or 
are made of whalebone should be sterilized by boiling. 
Good chemical disinfectants for instruments are 
5 per cent formalin and a 1:2,000 solution of mercuro- 
phen. 

Before the introduction of an instrument the 
meatus should be cleansed with alcohol, and if the 
patient is able to void, the urethra should be flushed 
with boric solution. After the treatment, 1 per cent 
mercurochrome-220 should be instilled. 

The soft rubber instruments should be handled 
with the forceps or a sterile towel. 

When it is impossible to pass an instrument, a 
suprapubic puncture should be done unless the 
patient can go to a hospital for operation. 

BENJAMIN F. Rotter, M.D. 


Huddy, G. P. B.: Some Considerations of the 
Operation of Internal Urethrotomy and the 
End-Results Thereof. Brit. J. Surg., 1926, xiii, 
458. 

This article reports a study of 109 cases of internal 
urethrotomy performed at the London Hospital 
during the years 1921 to 1924 inclusive. The author 
discusses the evolution of the successive methods 
used, the indications for and contra-indications 
against operation, the technique and complications 
of operation, the after-treatment, and the post- 
operative use of an indwelling catheter. His con- 
clusions are the following: 

Internal urethrotomy should be preceded by 
suprapubic drainage of the bladder if there is 
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evidence of renal insufficiency or marked urinary 
infection. 

In cases of periurethral abscess, the abscess should 
be drained and internal urethrotomy performed 
after the infection has subsided. 

Urinary extravasation is best treated by free 
incision into the infected parts and perineal drain- 
age of the bladder followed by internal urethrotomy 
later. 

The danger of hemorrhage in internal urethrot- 
omy has been exaggerated. The results of the 
operation are extremely satisfactory. 

Internal urethrotomy should be carried out in any 
case in which dilatation is difficult or unsatisfactory. 

An indwelling catheter has a beneficial effect and 
unless complications arise should remain in position 
for four days. Postoperative dilatation is essential. 

Joun G. Cueetuam, M.D. 


Young, H. H., and Shaw, E. C.: Urethral Diver- 
ticula. South. M.J., 1926, xix, 42. 


The authors state that although several urologists 
have collected the reported cases of diverticula of the 
urethra, the operative treatment has been neglected. 
They report the case of a patient who was subjected 
to a perineal prostatectomy and about five weeks 
later returned to the hospital complaining of incon- 
tinence of urine and a swelling in the perineum 
which occurred when he attempted to void. 
Examination revealed a diverticulum of the urethra 
with its opening just in front of the verumontanum. 

Under epidural anesthesia the sac was exposed, 
gently freed, and excised through an inverted inci- 
sion made in the line of the previous wound. Exter- 
nally it was about 1 in. in diameter but at its outlet 
was Only between 2 and 3 mm. wide. Following its 
excision the mucous membrane was turned in with a 
pursestring suture. Because of the incontinence 
which was due to injury of the muscle fibers, the 
muscle tissue was repaired by two layers of plain 
catgut. A small opening was left for drainage. A 
retention catheter was not used. 

There were no postoperative complications. Dur- 
ing convalescence, sounds were passed. Several 
weeks after the operation slight incontinence some- 
times occurred during the day but not at night. The 
urine was free from infection. 

CiaupbE D. Pickre.i, M.D. 


GENITAL ORGANS 


Walther, H. W. E.: Prostatitis: Its Réle in Focal 
Infection. New Orleans M. & S.J., 1926, \xxviii, 
493- 

Walther emphasizes the importance of the pros- 
tate and vesicles as potential foci of infcction. The 
teeth, tonsils, and sinuses have been so well recog- 
nized as such foci that the prostate and vesicles are 
often overlooked, especially by physicians not inter- 
ested in urology. 

Whether or not infection is present in the prostate 
and vesicles cannot always be determined by rectal 
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palpation alone since a gland practically normal in 
size and consistency may harbor a chronic process. 
If the microscopic examination of the prostatic and 
vesicular fluid expressed by massage contains pus 
and bacteria, the diagnosis is clear. It must be 
borne in mind, however, that in long-standing cases 
the infection may be sealed in and the first massage 
may yield negative results while subsequent mas- 
sages may liberate the pus and bacteria. This is an 
important point in the cases of men requesting an 
examination for fitness for marriage; an opinion 
should be based only on repeated tests. The pros- 
tate and vesicles are infected not only by the gono- 
coccus but also by staphylococci and streptococci, 
the colon bacillus, micrococcus catarrhalis, the pneu- 
mococcus, and the influenza bacillus. 

The treatment consists in hygienic measures to 
raise the patient’s general resistance and prostatic 
massage every three or four days followed by deep 
urethral instillations. Diathermy with a special 
prostatic electrode in the rectum and another elec- 
trode on the suprapubic region is extremely useful. 
In refractory cases, the intravenous administration 
of doses of from 2 to ro c.cm. of a t per cent freshly 
sterilized aqueous solution of mercurochrome has 
very often proved of benefit. 

Henry L. Sanrorp, M.D. 


Bumpus, H. C.: The Preparation of Patients for 
Prostatectomy. Surg., Gynec. & Obst., 1926, xlii, 
182. 


In the care and preparation of patients with pros- 
tatic hypertrophy for operation there are four main 
points to consider: (1) the duration and amount of 
the obstruction; (2) the indications for and against 
cystoscopy; (3) the care and treatment of associated 
infection; and (4) the restoration of impaired renal 
function to a point compatible with a major sur- 
gical measure. 

The duration of the obstruction is, of course, de- 
termined largely from the history, but the evidence 
obtainable from cystograms is more reliable. The 
extent of the obstruction is ascertained from the 
amount of residual urine present. If the residual 
urine is less than 120 c.cm., intermittent catheteri- 
zation for a minimal period of ten days is usually 
sufficient preparation, provided renal function is 
adequate. If the amount is more than 120 c.cm., 
the introduction of a permanent urethral catheter 
is preferable. 

In cases of prostatic hypertrophy, cystoscopy 
should be avoided if possible since the passage of 
any rigid instrument will traumatize the urcthra. 
Roentgenographic examination will show the pres- 
ence of stones or diverticula, and rectal examination 
reveal the size of the gland. Therefore little addi 
tional knowledge will be obtained by cystoscopy. 
Cystoscopy is indicated in cases in which the symp- 
toms are out of proportion to the prostatic enlarge- 
ment. 

The most common form of infection complicating 
the preparatory treatment for prostatectomy is 
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pyelonephritis. Usually the course of this condition 
is self limited, lasting for from four to seven days 
with decreasing rises in the temperature. Numerous 
drugs, including mercurochrome, methylene blue, 
acriflavine, and hexamethylenamine, have been em- 
ployed in its treatment, but with the exception of 
hexamethylenamine, none has proved generally 
efficient. 

The restoration of renal function to a sufficient 
degree to permit a major operation is the most im- 
portant aspect of the preparation of ‘patients with 
prostatic hypertrophy. The establishment of ade- 
quate drainage should be undertaken first. If ob- 
struction is complete and acute retention is present, 
great care must be exercised to empty the bladder 
gradually. The simplest and most satisfactory 
method for continuous gradual emptying of the 
bladder is one in which a urethral catheter is at- 
tached to a long tube filled with fluid and empties 
into an elevated receptacle at the foot of the bed. 
The height of the receptacle is determined by the 
pressure within the bladder. As this pressure grad- 
ually diminishes as the result of overflow the recep- 
tacle is lowered. 

A careful record must be kept of the fluid intake 
and output. A minimal output of 2,500 c.cm. is 
imperative. If the oral administration of fluids does 
not maintain this output, it must be supplemented 
by theirsubcutaneous or intravenous administration, 
preferably the latter. 

Following the administration of fluid, the patient 
should be put daily in a hot pack to cause profuse 
sweating. Under this form of treatment the urea 
content of the blood usually diminishes in direct 
proportion to the duration of the prostatic obstruc- 
tion. When the urea content of the blood has de- 
creased to approximately 1oo mgm. per 100 c.cm., 
the advisibility of an ultimate one-stage or two- 
stage operation may be considered. 

To undertake cystostomy before the urea content 
of the blood is below 100 mgm. per 100 c.cm. is to 
diminish materially the possibility of the patient’s 
recovery, since through reduced renal function the 
kidney will frequently be unable to bear the added 
load imposed by the operation. 


Hunt, V. C.: The Treatment of the Surgical Pa- 
tient Handicapped by Urinary Obstruction. 
Surg., Gynec. & Obst., 1926, vlii, 187. 

In 1890 Belfield reported a series of 133 cases in 
which the prostate was radically removed. The 
series included forty-one perineal and eighty-eight 
suprapubic operations. The mortality in the cases 
in which the perineal operation was performed was 
9.7 per cent, while that in the cases treated by supra- 
pubic operation was 13.6 per cent. Restoration of 
function was equally satisfactory following each 
type of operation, but occurred in only 71 per cent 
of the cases. 

Since Belfield’s original report, numerous improve- 
ments have been made in both types of operation 
and numerous arguments as to the superiority of 


INTERNATIONAL ABSTRACT OF SURGERY 


one or the other procedure have been advanced. 
However, careful analysis of the statistics shows 
that the results of one method cannot be used to 
the discredit of the other. 

Since prostatic obstruction occurs most common- 
ly between the ages of 60 and 75 years, the patient 
must be considered as a substandard surgical risk. 
The recognition of this fact has resulted in attempts 
to lessen the risk by careful pre-operative and post- 
operative management. The causes of death follow- 
ing prostatectomy may be classified as follows: 
Group 1, pre-existing and co-existing organic disease; 
Group 2, surgical accidents; and Group 3, post- 
operative complications. Since renal insufliciency, 
cardiovascular disease, and chronic pulmonary le- 
sions are directly responsible for 50 per cent of the 
deaths following prostatectomy and indirectly re- 
sponsible for many others, their treatment before 
operation is essential. Proper bladder drainage is 
the chief essential of the pre-operative treatment. 

The time at which operation may be carried out 
may be determined accurately by tests of renal func- 
tion. Such tests indicate also the risk of operation, 
Except under very unusual circumstances the treat- 
ment should be continued until these tests show 
that the renal function has become stabilized within 
fairly normal limits. Electrocardiographic studies 
of the heart afford valuable information as to the 
cardiac reserve. Careful physical and roentgeno- 
graphic examinations assist in the detection and 
elimination of unsuspected pitfalls. 

It was early noted that in cases in which a pre- 
liminary suprapubic cystostomy had been _per- 
formed, the mortality rate following prostatectomy 
was relatively low. In a-high percentage of cases 
bladder drainage can be accomplished without a 
suprapubic cystostomy; the results have been very 


‘favorable following bladder drainage with an in- 


dwelling urethral catheter. From January, 1913, to 
January, 1925, suprapubic prostatectomy was per- 
formed in 1,783 cases at the Mayo Clinic, and in 
only 437 (24.5 per cent) was a preliminary cystos- 
tomy necessary. The average mortality rate was 
5-5 per cent. The mortality rate for the two-stage 
operation was 7.5 per cent while that for the one- 
stage operation was only 4.8 per cent. A review of 
the clinical course and the autopsy findings obtained 
in 85 per cent of the cases shows that 50 per cent 
of the deaths were due to pre-existing and co- 
existing disease, 4 per cent to surgical accidents, 
and 46 per cent to complications. 

The necessity for preparation in all cases is ob- 
vious. Successful management demands drainage of 
the bladder for at least ten days. This was accom- 
plished in 80 per cent of the cases by means of a 
permanent urethral catheter. Since the adoption 
of this management in all suitable cases, 204 pros- 
tatectomies have been performed during the present 
year with but three deaths, and in 172 consecutive 
cases in which the one-stage operation was em- 
ployed there was only one death. 

Cari S. Wirttamson, M.D. 
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Wesson, M. B.: Industrial Hernia Versus Seminal 
Vesiculitis and Vasitis. California & West. Med., 
1926, xxiv, 212. 

This article is based on a series of forty-seven 
cases of vasitis seen by Wesson during the past two 
years. Most of the patients were referred to him by 
insurance carriers for an ‘‘examination, report, and 
opinion,” with the statement that a hernia opera- 
tion had been advised. The condition had been 
diagnosed as traumatic hernia because of a history 
of pain in the groin following a strain and the pres- 
ence of bubonoceles or thickened tender spermatic 
cords which interfered with accurate palpation of 
the inguinal rings. 

Practically one-third of all men have preformed 
hernial sacs, but particularly if the prostate and 
seminal vesicles are pathological these should not 
be subjected to surgery merely because of pain in 
the groin. 

Pain in the groin subsequent to a strain is gen- 
erally due to vasitis. Epididymitis and vasitis follow 
a strain only when the seminal vesicles and prostate 
are infected. 

The repair of a relaxed inguinal ring will not re- 
lieve pain due to a tender, inflamed spermatic cord, 
and a herniotomy in the presence of an acute vasitis 
is associated with danger to the future function of 
the testis. 

Blood in the ejaculations is pathognomonic of 
seminal vesiculitis, and does not occur following 
trauma or rupture. 

Prostatitis and seminal vesiculitis are very com- 
mon, occurring secondarily to non-venereal as well 
as venereal infections. 

Pus without organisms in the urine usually in- 
dicates either tuberculosis of the kidney or prosta- 
titis. 

Seminal vesiculitis is commonly confused with 
hernia, appendicitis, sacro-iliac diseases, spondylitis, 
and sciatica. 

In his conclusions the author says that when the 
definition of traumatic hernia originally promul- 
gated by the California Industrial Accident Com- 
mission is generally accepted by the members of 
the medical profession and when lawyers and labor 
leaders become convinced of the wisdom of accept- 
ing medical facts instead of industrial theories, one 
of the greatest abuses of the compensation law will 
be remedied. As soon as hernia is eliminated from 
consideration as a cause of acute pain in the groin 
and testicle, the diagnosis of vasitis will become 
comparatively common. Louis Gross, M.D. 


Calvanico, R.: A New Method of Anastomosing the 
Vas Deferens and the Testicle (Di un nuovo 
metodo di innesto deferente-testicolare). 1925: 
Naples, Pironti. 

In gonorrhoeal epididymitis the deferential canal 
through which the process reaches the epididymis is 
often enlarged and hardened. Periepididymitis with 
the formation of fluid is associated with dilatation 
of the tubules in the epididymis. The fluid contains 
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pus mixed with spermatozoa, cellular détritus, and 
gonococci. 

The outcome of this process is a sclerotic process 
blocking the vas. The tail of the epididymis be- 
comes sclerotic and blocked and the head and the 
body enlarge as the tubules fill with the fluid. 

In the first stage there is a degeneration of the 
spermatic cells; in the second, a transitory suspen- 
sion of spermatogenesis; and in the third, atrophy 
of the testis from inactivity and compression. Cal- 
vanico agrees with Dilbert and Chevassu, however, 
that following gonorrhceal obliteration of the vas 
and epididymis the testicle may preserve its sperma- 
togenic function for many years. 

The treatment of bilateral obliteration should be 
preceded by diagnostic’needle puncture of the tes- 
ticle to determine whether normal cells are present 
or not. If fatty degeneration has occurred, surgical 
treatment offers no hope of cure. 

In the operation described by the author the 
obliterated portion of the vas and epididymis is 
removed and the split vas deferens is united directly 
to the testicle. 

Five cases treated jin this manner are reported. 
In all, active sperm was found after the operation. 

KELLOGG SPEED, M.D. 


Mingazzini, E.: A Clinical Contribution on Tumors 
of the Undescended Testicle—An Unusual 
Cause of Hydronephrosis (Contributo clinico alla 
conoscenza dei tumori del testicolo ritenuto—causa 
infrequente diuronefrosi). Amn. ital. di chir., 1925, 
iv, 750. 

The author reports a case seen by Tirumurti. The 
patient whose family history was entirely negative 
had congenital masculine pseudo-hermaphroditism, 
only rudimentary genital organs, and perineal hypo- 
spadias. When he was 16 years of age an oblique 
inguinal hernia developed on the right side. Two 
years later this was repaired by Bassini’s method. 

The situation of the left testicle was never defi- 
nitely known. In spite of his anomalies, the patient 
contracted both gonorrhoea and syphilis. For sev- 
eral months thereafter he had severe lumbar pain 
radiating downward and soon experienced definite 
lumbar colic accompanied by vomiting and hama- 
turia. 

Some time later an epigastric tumor the size of a 
fetal head appeared. ‘This was not adherent to the 
muscles, but was attached at the base, elastic, and 
easily outlined. Rectal examination failed to reveal 
the prostate definitely. After the colon was inflated, 
the tumor mass appeared to lie behind it. 

A general physical examination showed an abun- 
dant panniculus adiposus, gynecomastia, and pubic 
hair of the female type. Examination of the urine 
showed a trace of albumin. 

Cystoscopic examination revealed a hyperemia 
mucosa and an indentation of the wall of the bladder 
such as might be produced by an external tumor. 

In the tests of the kidneys, indigocarmine was 
not excreted on the left side. The pyelogram of the 
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left kidney showed a marked deviation of the left 
ureter in the pelvic portion. The injection of sodium 
bromide through the ureteral catheter demonstrated 
a left hydronephrosis. 

Operation was performed under spinal anwsthesia 
by Alessandri. An incision used for ligation of the 
external iliac artery was made. The operation re- 
vealed a large tumor mass adherent to the bladder, 
mesosigmoid, and iliac vessels. Above and adherent 
to this was the dilated ureter. The. incision was 
extended and the tumor and left kidney were removed. 
The tumor, which was ovoid, measured 14. by to 
cm. Its longitudinal circumference was 33 cm. and 
its transverse circumference 28 cm. It weighed 482 
gm. The pathological diagnosis was epithelioma of 
the left undescended testicle. 

In conclusion the author discusses the classifica- 
tion of tumors of the testicle, giving both Tanner’s 
and Kaufman’s lists, briefly reviews the recent 
literature and statistics, and supplements his article 
with a bibliography. KrLLoce Sreep, M.D. 


MISCELLANEOUS 
Goldstein, A. E., and Carson, W. J.: A Study of the 
Urinary Tract in Autopsy Specimens; Correla- 
tion of Anatomy, Pathology, and Roentgen- 
ology. J. Urol., 2926, xv, 155. 
The authors emphasize that it is of the utmost 
importance for the urologist and roentgenologist to 
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study the urinary tract at autopsy to check their 
clinical interpretations. They themselves studied 
forty-six fresh autopsy specimens of the entire uri 
nary tract removed en masse, bearing in mind the 
differences of opinion as to what constitutes increased 
pelvic capacity. In each case bilateral uretero- 
pyclograms were made, the gross normal and patho 
logical findings were studied, and sections were 
examined microscopically. 

The normal human ureter was found to vary from 
1.5 to 7 mm. in diameter and the normal renal pelvis 
to measure from 1 by 0.8 cm. to 3 by 2 cm. ‘The 
capacity of a normal ureter together with the renal 
pelvis and calyces ranged from 5 to 13 ¢.cm., with 
an average of $8 c.cm. 

The ureter, pelvis, and calyces that appeared 
normal in the ureteropyelogram as judged from 
the measurements showed no pathological changes, 
while those that were considered pathological in the 
ureteropyelogram demonstrated definite pathologi- 
cal changes. 

Inflammatory strictures of the ureter were found 
in g per cent of the specimens. In one case they 
were bilateral, and in another they were multiple. 
It was noted also that when increased intrarenal 
pressure was produced by injecting the pyelographic 
media under pressure, the solution was forced into 
the cortex without extra dilatation of the ureter or 
renal pelvis. C. Travers Stepira, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Rohde, M. C.: Does Bone Form from Osteoblasts 
or from a Metaplasia of the Surrounding Con- 
nective Tissue? Surg., Gynec. & Obst., 1925, xli, 
740. 

In experiments on rabbits, cats, and dogs, Rohde 
studied the regenerative powers of one tissue at a 
time by excluding the others. From the findings of 
careful X-ray examinations made at various inter- 
vals and of cytological examinations, he draws the 
following conclusions: 

1. Periosteum, including cambium and adventi 
tial layers, plays the most important rdle in’ the 
regeneration of bone. 

2. Marrow and endosteum play a lesser roéle 
which is contributory to that of the periosteum but 
not sufficient alone for bone union. 

3. Compact bone (cortex) denuded of periosteum, 
marrow, and endosteum does not take part in bone 
formation. 

4. Bone regenerative processes are dependent 
upon an undamaged blood supply to the osteoblasts 
and a fracture hyperamia occurring at the site of 
the lesion at the right time and continuing undis 
turbed for a suflicient length of time. 

5. The process of bone regeneration is slower in 
old animals than in young. 

6. Unlimited mechanical stimulation from the 
beginning delays the formation of bone in the carly 
callus tissue. 

7. The connective-tissue elements of the perios- 
steum, the marrow, and the endosteum and the 
non-specific Connective tissue of the vicinity never 
develop into bone through metaplasia. 

8. Metaplastic bone building does not occur from 
the usual connective tissue of the musculature, the 
muscle septa, the tendons, the fascia, or the sub- 
cutaneous tissue. 

g. Heterotopic bone formation in soft tissue oc- 
curs from the unused mesenchyme cells which be- 
come active as the result of trauma, infection, toxic 
stimulation, or a disturbance of metabolism. 

Cuester C. SCHNEWmER, M.D. 


Nissen, R.: Fibrous Replacement of Bone Marrow; 
Findings in Experiments with Parabiosis (Ucber 
fibroesen Knochenmarksersatz; unter Benutzung des 
Parabiosversuches). Deutsche Zlschr. f. Chir., 1925, 
cxci, 197. 

Nissen reports experimental investigations regard 
ing the nature and genesis of fibrous and cystic 
changes in bone marrow. In parabiotic and indi 
vidual rats he first attempted to determine the 
morphological change occurring in an artificially 


produced effusion of blood in the bone marrow. The 
medullary hamatoma was produced by introducing 
a syringe needle of medium size into the marrow at 
a point between the femoral condyles exposed by 
marked flexion of the knee, destroying the medullary 
tissue by turning the needle several times, and 
flushing out the destroyed cell matter with the 
syringe. 

In the cases of healthy animals the re-formation 
of the supporting structure of the bone marrow was 
followed by complete replacement of the blood 
forming medullary tissue. Of fundamental impor 
tance with regard to osteitis fibrosa was the frequent 
discovery of a thickening and increase in the spon 
giosa which began with the replacement of the blood 
forming cells and which the author attributes to the 
great extent of the marrow destruction in his ex 
periments. 

In five pairs of parabiotic rats the destruction of 
the marrow was done immediately after the opera 
tion. At necropsy after spontaneous death neither 
the hyperwemic-cachectic nor the anwmic-fat animals 
showed variations from the normal in the regenera 
tion processes. 

In six pairs of rats showing the first signs of para 
biotic poisoning the destruction of the bone marrow 
was done in the hyperemic animals which were in 
jured by the poison. Necropsy after spontancous 
death showed that in certain animals retardation of 
the coagulation of the blood ——an essential prelimi 
nary to the regeneration of tissue—occurred in the 
cavity formed by the destruction of tissue. It re 
vealed also that the effused fluid was surrounded by 
dense connective tissue and that the progress of the 
proliferative processes of bone marrow and con 
nective tissue was greatly retarded. The organiza 
tion of the effused blood occurred chiefly in the thick 
connective tissue. 

These findings are of importance with regard to 
local osteitis fibrosa as they show that under general 
conditions interfering with the coagulation of the 
effused blood, connective tissue predominates in the 
replacement of the bone marrow. Abnormal fibrous 
proliferation of the injured medullary canal probably 
has as its chief cause, not a circumscribed primary 
disease of the skeleton, but a wide-reaching meta 
bolic disturbance of the body. 

In similar experiments in which the cachectic 
animals were kept alive longer by separation at the 
proper time, it was possible to observe in the recov 
ering animal the up-building of bone tissue in the 
effusion cavity in a metaplastic manner by the 
proliferation of wide bands of connective tissue and 
the formation of histological pictures such as those 
seen in the margins of cavities in the bony canal, ia 
localized osteitis fibrosa. 
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When a metabolic disturbance similar to that 
which occurs in the parabiotic animal by the paren- 
teral route was produced enterally by means of a 
one-sided diet (raw bacon), the replacement of the 
medullary haematoma occurred with the morpho- 
logical picture of osteomyelitis fibrosa with a marked 
leucocyte reaction. 

The author concludes that for the development of 
localized osteitis fibrosa the trauma responsible for 
the blood cyst must occur in the presence of a gen- 
eral systemic disease causing injury of the osseous 
blood system. Under such conditions the haemor- 
rhage is pathological and not purely traumatic. 
Since the associated systemic disease is accompanied 
by slowing of the coagulation of the blood, the 
regeneration of marrow in the region of the hamor- 
rhage is retarded and the foundation is laid for the 
development of cysts and morphological peculiar- 
ities in the surrounding tissues. 

Systematic histological examinations of the bony 
knob removed from the head of the first metatarsal 
at operation in ten cases of hallux valgus revealed in 
two cases a fibrous transformation of the spongiosa 
with typical and usually multiple cysts. From this 
it is evident that chronic local injury may also be 
followed by fibrous cystic degeneration of the bone 
marrow. Grar (Z). 


Van Dessel, A.: The Behavior of Sequestra in 
Chronic Osteomyelitis. J. Bone & Joint Surg., 
1926, viii, 194. 

The author produces chronic osteomyelitis in 
young rabbits by introducing staphylococcus aureus 
and albus and an artificial sequestrum of rabbit’s 
bone into the marrow cavity of normal bones. It 
was found that the absorption of the foreign material 
(artificial sequestrum) was extremely slow as com- 
pared with that of the artificial sequestrum (bone 
graft) under sterile conditions. Bacteria remained 
in the foci of osteomyelitis for at least three months, 
even after all sinuses were closed. 

Microscopic examination showed a cross section 
of bone in the area of bone proliferation. The 
sequestrum was surrounded by pus and fissue débris 
and separated from the new bone. The sequestrum 
is slowly destroyed by osteoblastic cells. 

These experiments do not entirely confirm Ban- 
croft’s theory that completely separated sequestra 
as seen in the roentgenogram will unite to form an 
involucrum. The author points out that it is im- 
possible by roentgenograms alone to determine 
whether the sequestrum is or is not completely 
separated, and that Bancroft was observing the 
action of chemical and not infected sequestra. 

The author’s observations show that, in the pres- 
ence of infection, completely separate sequestra 
never unite to the newly formed involucrum or to 
the old bone. The zone of demarcation between the 
sequestrum and the involucrum persists until the 
sequestrum has completely disappeared. 

Sterile bone (grafts) and infected bone (sequestra) 
both disappear in the roentgenogram, but when 


examined microscopically the processes by which 
this disappearance is brought about are found to 
be different. Rupotps S. Reicu, M.D. 


Osgood, R. B.: The Orthopedic Aspects of Chronic 
Arthritis. J. Bone & Joint Surg., 1926, viii, 1 


Osgood divides arthritis into two main types, (1) 
rheumatoid arthritis and (2) osteo-arthritis. Ac 
cording to the theory which best explains the path »- 
logical changes of rheumatoid arthritis, the condi 
tion is due to infection, but there is no conclusive 
proof that any one organism which invades the 
joints themselves is alone responsible for the 
disease. 

The findings of aid in the differential diagnosis 
between rheumatoid arthritis and osteo-arthritis are 


summarized as follows: 





Rheumatoid arthritis 


Osteo-arthritis 





Age incidence 


Onset 


Joint mani- 
festations 


Symptoms 


Early roent 
genogram 


Late roent 
genogram 


Temperature 


Blood pres 
sure 


Morbid 
histology 





Infancy to middle life 


Acute to insidious 


Periarticular and articular 
swelling; often free fluid; con 
siderable early limitation of 
motion; in the hands, the mid- 
phalangeal and metacarpo 
phalangeal joints usually in 
volved first 


General health usually below 
norma]; habitus of ptotic type; 
pain and disability marked 


No discoverable cartilage or 
bone changes; shadows of ex 
cess fluid and general increased 
density of soft parts 


Diminished density of bones; 
usually absence of hyperosto 
sis; articular cartilage space 
narrowed; ends of bones fairly 
regular in outline; bony anky 
losis common 


In early stages often slightly 
elevated; in late stages often 
subnormal 


Usually lower than normal for 
age 


Early proliferation of synovial 
membrane; pannus; usually 
small round cell infiltration; 
late atrophic and destructive 
changes in cartilage and bone; 
no cyst-like cavities in ends of 
bones; fibrous or bony anky- 
losis common 


Middle life to old age 


Subacute to symptom 
less 


No periarticular, and 
usually only localized, 
articular swelling; rare 

ly free fluid; little limi 

tation of motion until 
late; in hands, terminal 
joints usually involved 
first 


General] health usually 
good; subject we i] 
nourished; pain and 
disability less marked 


Early slight lipping of 
articular margins 
sometimes shadows of 
localized synovialmem 
brane proliferations 


Except after long dis 
use, no decrease in 
density of bones; 
marked hyperostosis; 
joint mice; articular 
cartilage space nar 
rowed; ends of bones 
irregular in outline; 
bony ankylosis rare 


Normal 


May be low, but usual 
ly normal] or high for 
age 


Early fibrillation of 
cartilage; chondro-os 
seous hypertrophy at 
articular margins; rare- 
ly small round-cell in 
filtration; no general 
synovial membrane 
proliferation; separate 
villi; late degeneration 
and loss of articular 
cartilage; changes in 
shape of articular ends; 
eburnation of articular 
ends; cyst-like cavities 
in ends of bone; bony 
ankylosis rare 
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Faulty alimentation is a very important factor in 
the production of arthritis. Pemberton iound that 
persons with faulty alimentation have a lowered 
sugar tolerance and a sort of carbohydrate intoler- 
ance, and that in many such cases improvement 
resulted when this imbalance was corrected. 

Osgood believes that any factor causing debility 
or loss of tone in a joint, such as exposure to wet 
and cold, intestinal disturbances, and endocrine 
imbalance, is a predisposing cause. He regards 
Still’s disease as a form of chronic arthritis. 

In the treatment, it is necessary to eradicate sur- 
gically or medically all foci of infection which may 
be assumed responsible for a decrease in the general 
resistance. 

Aspirin and salicylates are indicated only to re- 
lieve pain; their prolonged use is harmful to diges- 
tion. Heliotherapy, active motion, non-irritating 
massage, steam baths, radiant light, local diathermy, 
fresh air, and occupational therapy are of great 
benefit. 

The duty of the orthopedic surgeon ‘is to prevent 
deformity by the use of apparatus, walking splints, 
weight and pulley traction, etc., to prevent con- 
tractures. In arrested cases, synovectomy has some- 
times proved beneficial. 

Spondylitis deformans is a form of rheumatoid 
arthritis in which there is gradual ossification of 
the spinal ligaments and intervertebral capsules re- 
sulting in complete bony ankylosis of the spine. The 
progress of the disease is often difficult to check, but 
deformity may often be prevented by means of en- 
forced positions, exercises, and the use of braces 
and corrective jackets. 

Osteo-arthritis is caused less frequently than 
rheumatoid arthritis by exposure to wet and cold. 
It is a disease of middle or late life. The early joint 
changes are slight or moderate localized swellings, 
ridging of the articular ends, and chondro-osseous 
outgrowths at the margins of the cartilage. Faulty 
body chemistry is considered an important causative 
factor, but surgical foci of infection and gastric dis- 
turbance must also be considered. 

In the treatment, the blood supply of the joint 
should be stimulated by heat, massage and active 
motion around, but not on, the chondro-osseous 
ridges. Joint motion should be limited because the 
irritation of frictional motion results in proliferation 
of the sensitive cartilage. 

The alignment of the weight-bearing mechanism 
must be restored by the correction of pronated feet 
and the relief of low back and hip strain by support 
of a pendulous abdomen, etc. Steam baths, cathar- 
sis, abdominal massage, and colonic irrigations are 
beneficial when indicated. 

When contractures have occurred and intra-artic- 
ular adhesions have formed, surgical manipulation 
of the joint is indicated. The manipulation must 
be followed by prolonged fixation to prevent recur- 
rence of the deformity. Loose bodies resulting from 
detached chondro-osteophytes or synovial fringes 
should be removed from the knee joint. 
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Malum coxz senilis presents a special orthopedic 
problem. The pain and discomfort are relieved by 
the application of a stiff spica or other protective 
appliance. 

Spondylitis deformans may be considered a type 
of osteo-arthritis since it differs in no way from the 
latter except that the chondro-osseous ridges and 
spicules at the margins of the vertebral bodies are 
prone to impinge upon one another and occasionally 
unite. Their impingement on a nerve causes brachi- 
al, intercostal, or sciatic pain. 

The orthopedic surgeon is concerned with these 
cases also because of his interest in workmen’s com- 
pensation. Osgood believes that the employer 
should be held partly responsible for the condition 
because he did not discover the lessened resistance 
of the employé’s spine before he employed him. The 
therapeutic indications are the same as for any other 
type of the condition. Rupotps S. Reicu, M.D. 


Ryerson, E. W.: Certain Diseases and Injuries of 
the Spine in Adults. South. M.J., 1926, xix, 34. 


Ryerson states that the most common cause of 
back pain in adults is osteo-arthritis. The lumbar 
region is most frequently affected, especially the 
lumbosacral joint. Involvement of this area is the 
usual cause of lumbago and sciatica. In the early 
stages a diagnosis is sometimes impossible. The pain 
and stiffness are most pronounced when the patient 
arises in the morning and become less noticeable 
during the day because of exercise, until fatigue and 
over-use of the irritated joints cause an exacerbation 
of the discomfort late in the afternoon. 

Because of the almost vertical position of the 
lumbosacral region, osteo-arthritis in this area may 
become very disabling. This is especially apt to be 
the case if the lumbar lordosis is greater than usual 
as the weight of the body is then supported mainly 
by the lumbosacral ligaments. Radical treatment in 
the form of a Hibbs fusion of the fifth lumbar ver- 
tebra and the sacrum is extremely satisfactory. 

Tuberculosis of the spine in adults is often unrec- 
ognized in its early stages. The localized pain and 
muscular rigidity may be present a long time before 
the appearance of a definite kyphos. The diagnosis 
depends upon the history and the findings of the 
physical examination and X-ray examination. 

The treatment of Pott’s disease in adults should be 
conservative. In some cases a cure results from bony 
ankylosis occurring after a few years without opera- 
tion. In some cases operation cannot be done with 
safety because of general contra-indications or the 
presence of draining sinuses in the operative field. 
The author believes, however, that for most cases of 
Pott’s disease the only conservative treatment is a 
Hibbs spinal fusion operation with or without the 
addition of a long osteoperiosteal graft. 

For cases of fracture of the dorsal and lumbar 
spine with paralysis Ryerson advocates early lami- 
nectomy. He states that fracture dislocations in the 
cervical region present a far greater hazard. 

Daniev H. Levintnaat, M.D. 
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Elliott, G. R.: A Contribution to Spinal Osteo- 
Arthritis Involving the Cervical Region. J. Bone 
& Joint Surg., 1926, viii, 42. 

Spinal osteo-arthritis in the cervical region is 
confined to the lower cervical vertebra, beginning 
usually with the fourth. The cause of the disease is 
the action of a bacterial toxin associated with simple 
repeated traumata. 

The cartilage of the articular processes disappears 
and proliferation of cartilage is followed by new 
bone formation. The intervertebral‘ foramina be- 
come narrowed as the result of destruction of the 
intervertebral substance which allows the vertebrie 
to fall closer together and as the result of the ex- 
tension into the foramina of new bone formation 
from the edge of the bodies and articular processes 
of the vertebra. 

The chief complaint is pain in part or all of the 
area supplied by the fourth, fifth, sixth, seventh, or 
eighth cervical nerves, in the neck and the shoulder, 
in the outer side of the arm, and in the forearm, 
chiefly the radial side, where it involves the thumb 
and index finger. At the site of the pain there may 
be paresthesia or anesthesia. The pain resembles 
that of spinal cord tumor, but there are no cord 
symptoms. The symptoms may be precipitated by 
an injury such as a sudden wrench or strain. 

As faulty circulation is an important factor in the 
progress of the disease, improvement of the cir 
culation will hinder its progress. Daily exercises of 
the head and neck, backward movement of the 
shoulders, daily breathing exercises, light rotary 
massage of the upper part of the spinal column, and 
slight suspension are recommended. Daily hot baths 
just before the patient retires may prove beneficial 
by improving climination. The acid of grape fruit 
and cider and other organic acids must be eliminated 
from the diet. 

The condition is an inflammatory process in which 
there are early hyperplastic changes in the bone and 
synovial membrane with the formation of synovial 
chondromata. Rupoten S. Retcu, M.D. 


Stewart, M. J., and Morin, J. E.: Chordoma; a 
Review, with a Report of a New Sacrococcygeal 
Case. J. Path. & Bacteriol., 1926, xxix, 41. 

Alexander, W. A., and Struthers, J. W.: A Sacro- 
coccygeal Chordoma. J. Path. & Bacteriol., 1926, 
XXIX, O1. 

Stewart and Morin report the third case of 
chordoma occurring in Leeds, review the recent 
literature on chordoma, and describe the funda- 
mental and more or less constant syndrome of sacro- 
coccygeal chordoma, from which, as in the case 
reported, it is often possible to make a reasonably 
probable clinical diagnosis before biopsy. 

A considerable number of cases of chordoma have 
been reported in recent years, and in 1922 Stewart 
published a comprehensive review of the subject. 
The authors believe it reasonable to suppose that, 
in the future, an increasing number of cases will be 
recognized both clinically and pathologically. It is 
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clear, however, that the tumor must still be regarded 
as a rarity and is therefore of greater academic than 
clinical interest. 

Stewart’s previous report contained a list of 
twenty-six cases of chordoma reported up to 1922. 
In this article this list is brought up to date. It now 
includes twenty-seven chordomata in relation to the 
anterior extremity of the notochord, twenty-seven 
in the sacrococcygeal region, and one in the lumbar 
region. It does not include cases of chordal hetero 
topia (ecchordosis physaliphora) as these forma 
tions are not neoplastic and almost invariably are 
casual findings made at autopsy. A recent typical 
example of chordal heterotopia is described. This 
was the fourth example seen in Leeds in a con- 
secutive series of 350 autopsies in which a special 
investigation was made for the condition. This 
lesion is a chordal ectopia, whereas a chordoma is a 
true neoplasm of the notochord. 

The gross appearance of chordoma varies with 
the malignancy of the growth. The formation of 
mucin is in inverse ratio to the rate of cellular mul 
tiplication. 

Cases of high malignancy are rare, the tumor 
usually being indolent and growing slowly. In the 
typical case it is well encapsulated and broken up 
into lobules by trabecula. Each lobule is com 
posed of semi-transparent whitish or bluish gelati- 
nous tissue with or without a central focus of old or 
recent hemorrhage. One of the most striking charac 
teristics of chordoma is its locally destructive effect 
on bone. In the skull it often penetrates the base 
and extends into the nasopharynx, the orbit, or the 
sinuses, and in the sacral region it frequently de- 
stroys the sacrum and coccyx and other pelvic bones. 
Regional lymph-gland deposits and distant metas 
tases have been described. 

The notochord, of epithelial origin, develops along 
connective tissue lines into a structure with a 
purely mechanical function. While many chor 
domata are, at least in part, definitely epithelial in 
character, others are entirely or partly of a conne¢ 
tive tissue type and when very malignant have a 
frankly sarcomatous aspect. 

The salient microscopic features characteristic of 
most chordomata are: (1) an alveolar character, 
(2) a solid epithelial aspect of the younger, more 
cellular areas, (3) cytoplasmic and interccllular 
vacuolation which becomes extreme, and (4) the 
intercellular formation of a mucinous fluid which 
escapes from the cells and flows together. Mitotic 
figures are rare except in highly malignant tumors. 

The diagnosis can be made with certainty only by 
microscopic examination, but when the tumor is in 
the sacrococcygeal region it is often possible to 
make a clinical diagnosis. 

The average age of twenty patients with spheno- 
occipital tumor was 35 years, while that of twenty- 
eight patients with sacrococcygeal tumor was 50 
years. 

The clinical manifestations of chordoma of the 
clivus. are those of a slowly growing tumor involving 
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the base of the skull and brain. In spite of the not 
infrequent involvement of the sella turcica, it is 
rare to find evidence of pituitary disorder. The 
X-ray examination is a valuable aid to the diagno- 
sis. 

When the tumor is situated in the sacrococcygeal 
region the predominating symptoms are pain which 
is local in the early stages and later radiates to the 
legs and buttocks, and paralytic and atrophic 
phenomena in the lower limbs. If the tumor grows 
mainly backward, it appears externally in the mid- 
line. It is a firm, elastic tumor with a bosselated sur- 
face. ‘The skin over it is freely movable. Forward 
extension leads to the appearance of the tumor in the 
hollow of the sacrum with pressure on the rectum. 
Interference with micturition is also a frequent sign. 

The prognosis in cases of chordoma is unfavor- 
able. The average course of untreated cases of 
spheno-occipital chordoma was two and _ cight- 
tenths years from the appearance of the symptoms, 
while that of cases of chordoma in the sacrococcyg- 
eal region was six and four-tenths years. Surgical 
extirpation should be attempted whenever it is 
possivle as it is sometimes followed by freedom from 
recurrence for a long time. 

ALEXANDER and STRUTHERS report a Case of sacro- 
coccygeal chordoma occurring in a man 64 years of 
age. STANLEY J. SeeGer, M.D. 


Key, J. A.: Epiphyseal Coxa Vara or Displacement 
of the Capital Epiphysis of the Femur in 
A. olescence. J. Bone & Joint Surg., 1926, viii, 53. 
The deformity in cases of coxa vara may be in the 
femoral head, the epiphyseal line, the femoral neck, 
or the trochanteric region of the femur. The con- 
dition may be said to be present when the extremity 
is maintained in a position of adduction or the 
normal range of abduction is limited by bony de- 
formity of the femur. It may be classified anatomi- 
cally as follows: 
A. Capital coxa vara. 

1. Legg-Calvé-Perthes disease (osteochon- 
dritis juvenilis, coxa plana). 

2. Arthritis (hypertrophic, atrophic, or mal 
um cox senilis). 

3. Destructive disease (tuberculosis, pyo- 
genic disease, Charcot’s disease, etc.). 

B. Epiphyseal coxa vara. 

1. Idiopathic. 

2. Traumatic. 

C. Cervical coxa vara. 

1. Congenital deformity. 

2. Congenital deformity in old reduced con- 
genital dislocation. 

3. Developmental or constitutional disease 
(rickets, achondroplasia, osteopsathy- 
rosis, cretinism, osteogenesis imperfecta, 
osteitis deformans, osteomalacia, etc.). 

4. Destructive disease (tuberculosis, osteo- 
myelitis, syphilis, neoplasms, cysts, 
osteoporosis, osteitis fibrosa, etc.). 

5. Fracture with malunion. 


D. Trochanteric coxa vara. 
1. Destructive disease as in C. 
2. Fracture with malunion. 

Although coxa vara is not a common condition, 
it is probably the most frequent cause of disability 
in the hip in the period of adolescence. 

According to its causes, it may be divided roughly 
into the non-traumatic and the traumatic types. In 
the non-traumatic type there is a moderately severe 
intermittent pain in the hip which usually radiates 
to the lower thigh and knee and occasionally radiates 
to the leg, foot, or groin. A limp develops, and as 
the condition progresses the affected extremity be- 
comes shorter, smaller, and weaker, tends to turn 
outward, and is limited in its movement at the hip. 
Both hips may be involved. 

In the traumatic type there is a history of a trivial 
injury resulting in a dull ache with little disability 
or causing severe pain and complete limitation of 
motion. The pelvis is tilted laterally, and there is a 
lumbar scoliosis with a curve toward the affected 
side and a dorsal curve toward the sound side. The 
muscles are atrophied. On palpation, the trochanter 
is found to be prominent and above the Roser- 
Nélaton line. A flexion deformity and external ro- 
tation may be present. In cases of acute separation 
of the epiphysis the symptoms resemble those of a 
fresh fracture of the neck of the femur. 

The roentgen findings are of six types, depending 
upon the stage and type of the condition. 

Before displacement of the epiphysis has occurred, 
the only abnormality visible is a questionable broad- 
ening and irregularity of the epiphyseal line. 

In the carly non-traumatic type of case there may 
be slight rarefaction in the head and neck of the 
femur adjacent to the epiphyseal line. The head of 
the femur is rotated so that its lower and posterior 
borders are displaced outward. The femoral head is 
enlarged vertically. The epiphyseal line appears 
vague, irregular, and broadened. ‘The femoral neck 
is lengthened and roughly convex. 

In the advanced non-traumatic type of case the 
femoral head is markedly displaced and rotated, the 
neck is often thickened, the angle of the neck with 
the shaft appears to be decreased to about 90 de- 
grees, the acetabulum is enlarged in its vertical 
diameter, and the pelvis is deformed on the affected 
side. 

In the early traumatic type of case the head is 
separated from the neck and lies in the acetabulum, 
rotated obliquely. The femur is displaced upward 
and rotated externally so that the upper border of 
the neck is in contact with the acetabulum and the 
lower border is embedded in the cancellous tissue of 
the epiphyseal surface of the head. 

In the late traumatic type of case the femoral 
head is firmly fixed in its new position on the neck 
by callus and new bone. Later, the upper border of 
the neck is rounded off and enters the acetabulum 
to form the hip joint. 

In the adult type of case the epiphyseal line can 
not be seen. ‘The femoral neck may appear elongated 
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and bowed upward, with the lower border of the 
head projecting below. The head may have a mush- 
room shape, and the acetabulum is enlarged. In 
later life there may be signs of arthritic changes. 

Various degrees of displacement of the head and 
deformity of the neck have been reported. The 
cartilage of the epiphyseal line becomes slightly 
broadened. The head of the femur moves down- 
ward, and the cartilage covering the upper part be- 
comes thinned out, assumes a bluish tint, and even- 
tually is lacerated. 

In the early stages there is increased vascularity 
in the epiphyseal line. The cells lose their orderly 
arrangement and columns, becoming scattered. As 
repair occurs, new bone is formed in the epiphyseal 
line and there is remodeling of the neck and head 
of the femur and of the acetabulum to form a new 
articular surface. 

In the later stages microscopic examination shows 
enchondral ossification and bony lamelle invading 
the cartilage of the epiphysis. There is marked 
bony atrophy, and the bone and cartilage cells may 
become necrotic. In traumatic displacement there 
is haemorrhage followed by the formation of fibrous 
tissue and callus which unite the head to the neck 
in the new position. 

With regard to the etiology, there are three 
theories—one ascribing the condition to trauma, 
another ascribing it to static conditions, and an- 
other ascribing it to bone disease. According to the 
first, the epiphyseal head of the femur is separated 
by a very slight trauma in the absence of predispos- 
ing pathological changes. According to the second, 
growing bone is less able to stand strain than adult 
bone and because of the disproportion between the 
weight borne and the strength of the femoral neck, 
the neck gradually becomes bent downward. 

Key believes that although traumatic and static 
influences are both important factors in the develop- 
ment of coxa vara, there must be also a weakening of 
the femoral head and neck by disease. Rickets has 
been considered a predisposing condition, but was 
present in only one of the author’s cases. Osteo- 
malacia, infections, and endocrine disturbances have 
also been held responsible. 

Key has observed that in adolescence the perios- 
teum of the femoral neck begins to atrophy and 
approach the adult type. He concludes that, as the 
result of rapid growth in this period, the periosteum 
spanning the epiphyseal line is stretched, thinned, 
and consequently weakened. 

Epiphyseal coxa vara must be differentiated from 
tuberculosis of the hip, juvenile arthritis deformans, 
Legg-Calvé-Perthes disease, cervical coxa vara, and 
fracture of the neck gf the femur. 

The prognosis of coxa vara depends upon the 
degree of displacement of the femoral head. In most 
cases the pain ceases and the patient becomes able 
to return to his occupation, but there is limitation 
of motion in the hip joint, particularly in abduction, 
and a limp is caused by shortening of the limb. 
Occasionally complete ankylosis develops. 


The treatment varies with the progress of the 
condition. In cases without displacement the hip 
should be protected from strain and weight-bearing 
by a Thomas ring or a Bradford abduction splint. 
In the early stages, deformity may be reduced by 
holding the hip for ten weeks in the abducted posi- 
tion of Whitman by means of a plaster spica. A 
Thomas ring or Bradford splint should then be used 
and physiotherapy given. In advanced cases open 
operation is necessary. The neck must be chiseled 
from the head and properly replaced, and the hip 
then held in abduction, internal rotation, and slight 
extension by means of a plaster spica. 

In healed cases of young adults with deformity 
of the femoral head and neck and in those of older 
patients with arthritic changes the treatment in- 
dicated is osteotomy followed by the application of 
a hip spica with the limb in abduction, internal 
rotation, and extension. Rupotpu S. Reicu, M.D. 
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Bauman, G. I., and Campbell, H. E.: Resection of 
Long Bones for Chronic Osteomyelitis. Surg., 
Gynec. & Obst., 1926, xlii, 114. 


The authors have performed twenty-eight resec 
tions of portions of long bones in twenty-three 
patients. With one or two exceptions, these opera- 
tions were done for chronic osteomyelitis with dis 
charging sinuses which had persisted for from four 
months to four years. 

As much of the diaphysis as was diseased was 
resected and the periosteal edges were sewed together 
over perforated rubber drainage tubes which were 
allowed to protrude from either end of the incision. 
The tubes ranged from ordinary Dakin tubes to 
large tubes 34 in. in diameter. A large tube was used 
in only a few cases. Dakin irrigations were carried 
out through the tubes for from two to five weeks, 
depending upon the duration and character of the 
discharge. 

The patient was kept in bed with extension for 
from eight to ten weeks and then allowed to walk 
with crutches and a cast or brace until the sixth 
month, when partial weight-bearing with a brace 
or cast was permitted until the eighth or tenth 
month. 

In most of the cases the regeneration of the bone 
proceeded with surprising rapidity and a complete 
functional cure was obtained with little deformity 
or shortening. 

In four cases the regeneration was incomplete, 
and in two the infection recurred. In one of the latter 
the recurrence was manifested merely by an abscess 
about a small detached piece of bone. 

Resection of the tibia should be done only when 
it is very necessary as failure of regeneration has 
occurred most frequently in this bone and thus 
necessitated bone grafting. 

Danie H. Levintuat, M.D. 
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Monberg, A.: Trigger Finger and Its Treatment 
(Ueber schnellende Finger und ihre Behandlung). 
Hos p.-Tid., 1925, \xviii, 295. 

Of eighteen patients with trigger finger, nine were 
between 2 and 8 years of age, two were 30 years of 
age, and seven were over 45 years. Of the thirteen 
patients with involvement of the thumb, all were 
children. In nine cases an operation was performed, 
an elliptical piece being cut from the center of the 
tendon. The tendon sheath was not sutured. After 
the operation, early movement was instituted. 

A thickening of the tendon and sheath were found 
in every case. In three cases, those of children, 
there was a history of contusion, and in three others 
a history of an occupational injury. In the remain- 
ing case the cause could not be determined. 

Of the six patients who were seen subsequently, 
all showed a perfect result. Port (Z). 


Smith-Petersen, M. N., and Rogers, W. A.: Arthro- 
desis for Tuberculosis of the Sacro-Iliac Joint: 
A Study of the End-Results. J. Am. M. Ass., 
1926, Ixxxvi, 26. 

The diagnosis of tuberculosis of the sacro-iliac 
joint depends upon careful taking of the history and 
a careful examination. Radiating pain over the 
posterior aspect of the thigh and leg is of diagnostic 
value in any sacro-iliac joint condition, traumatic 
or inflammatory. ‘The authors present an analysis 
of the symptoms and history, special tests, and roent- 
gen-ray examination. 

In all of a series of thirteen cases, the physical 
examination revealed tenderness on pressure over 
the inferior sacro-iliac ligaments and _ sacrosciatic 
notch. In 92 per cent the pain was referred to that 
region by the patient. In 77 per cent there was 
radiation pain over the posterior aspect of the thigh, 
and in 62 per cent radiation pain over the posterior 
aspect of the leg. In 60 per cent the range of forward 
bending in sitting was increased over that in stand- 
ing. In only 38 per cent was pain elicited by com- 
pression of the iliac crests. Rectal examination is of 
great importance in these cases. 

Sixty-nine per cent of the patients operated upon 
have worked at their previous occupations for an 
average of seven and six-tenths months. Three 
have worked more than six years without a local 
recurrence of the condition and without the develop- 
ment of secondary foci. Ninety-two per cent have 
had no pain since the time of operation. 

There were no deaths resulting directly from the 
operation. One patient died of a secondary infection 
of an extensive abscess three months after she left 
the hospital against advice. Another patient died of 
tuberculous meningitis six months after the beginning 
of Pott’s disease which developed a year after she 
returned to her previous occupation and was treated 
by spinal fusion. Another patient died from tuber- 
culous peritonitis, one and one-half years after the 
operation, and a fourth patient died from tuber- 
culous peritonitis two and one-half years after the 
operation. DanicEL H. LEvinTHAL, M.D. 
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Laewen, A.: Resection of Cartilage in Fissural De- 
generation of the Patellar Cartilage—An Early 
Operation for Arthritis Deformans (Knorpel- 
resektion bei fissuraler Knorpeldegeneration der 
Patella—eine Fruehoperation der Arthritis defor- 
mans). Beitr. 2. klin. Chir., 1925, cxxxiv, 265. 


In 1906 Buedinger described traumatic lacerations 
of the cartilage of the knee on the basis of the 
operative findings and advised resection of the dis- 
eased parts of the cartilage, an operation which 
results in marked improvement and sometimes in 
a lasting cure. Similar treatment was recommended 
by Ludloff and Wallenberg. Wallenberg resected the 
entire joint surface of the patella to a depth of 1 cm., 
a procedure he called ‘‘reduction of the patella.” 

Laewen discusses the treatment on the basis of 
his operative material and includes in his article 
instructive photomicrographs showing the extensive 
injuries or changes in the patellar cartilage. 

In general it may be said that such fissures occur 
most often in the cartilaginous surface of the patella, 
especially in the center or the region lying along the 
central longitudinal eminence. Macroscopic ex- 
amination shows the cartilage surface to have lost 
its smoothness and to present a velvety appearance. 
The diseased areas of cartilage seem swollen, and a 
sensation of fluctuation is noted when the probe is 
used. 

According to Buedinger, the fissures may extend 
down to the bone, but Laewen has been unable to 
confirm this finding. The fissured tissue may be 
removed with the knife down to a thin layer. 

In the case histories reported by Laewen there 
was mention of more or less injury. Microscopic 
examination of the patella revealed both degenera- 
tive and reactive changes. Wherever there were car- 
tilaginous fissures, the surrounding cartilage also was 
diseased. These findings correspond to the changes 
described by other investigators, especially Sievers, 
for arthritis deformans in its first and second stages. 

The arched extension of the  irtilage fissures may 
split off lamella to form loos. \odies, as occurred 
in several of the author’s cases. The latter, how- 
ever, cannot be regarded as so-called free joint 
bodies. While it is true that free joint bodies may 
sometimes separate from the patellar cartilage, this 
is rare. In the great majority of cases they are cast 
off from the median condyle of the femur. 

The end-results of the cartilaginous change is not 
a free joint body but erosion of the cartilage. These 
changes are the same as those observed by Riemann, 
Beitzke, Fraenkel, Simmonds, and others, and be- 
come more common with advancing age. According 
to Beitzke, the joint most frequently affected is the 
knee and in this joint the part most frequently in 
volved is the cartilaginous covering of the patella. 

When the cartilaginous changes are very marked 
there may be changes also in the subchondral por- 
tions of the marrow. ‘The condition differs from 
true arthritis deformans only in the fact that the 
changes are limited to circumscribed areas while in 
arthritis deformans they involve chiefly the edges. 
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In arthritis deformans the symptoms are barely 
perceptible at an carly age. In cases of cartilage 
fissures of the patella, operation will reveal very 
acute or chronic synovitis which explains the pain. 

With regard to the question as to which is the 
primary condition, the disease of the patellar car 
tilage or the synovitis, the author concludes that the 
cartilaginous condition is primary. This is indicated 
by the fact that good results follow extirpation of the 
diseased cartilage. Of thirteen cases, seven showed an 
acute synovitis and six a chronic synovitis. Buedin- 
ger states that as a further sequela of the cartilage 
fissures a subpatellar lipoma may be formed by the 
irritation and that this may be the chief cause of 
disturbance in the joint function. 

Even cases with intermittent hydrops should be 
treated surgically. In two of the thirteen cases the 
cartilage fissures were associated with laceration and 
displacement of the median meniscus. According to 
Steinmann, there is a congenital predisposition to the 
condition. Ishido assumes that in the pathogenesis 
of involvement of the meniscus the amount and 
character of the joint fluid play a réle. 

In six of the author’s cases the history indicated 
that the cause of the cartilage fissures was an injury. 
In the seven others there was only a slight trauma, 

In some of the cases there was a long interval 
between the beginning of the disease and the opera- 
tion. In a few in which the assumption seemed 
warranted that the disease began in early youth, from 
five to twenty-seven years had intervened. 

Although in the six cases mentioned an injury 
was doubtless the cause of the cartilage changes, the 
investigations of Burckhard have shown that it is 
possible for such changes to result from stretching 
of the quadriceps muscle between the patella and 
the condyles of the femur. 

Buedinger reports the case of a 14-year-old) boy 
in whom two days after an injury the patellar car- 
tilage showed fissures and was raised up by a 
hamatoma. From this type of primary injury the 
secondary changes of arthritis deformans may de- 
velop. Therefore in cases in which trauma can be 
definitely excluded, decreased resistance to the 
normal demands made o:. the joint must be regarded 
as a predisposition to the condition. 

Irom these facts it seems evident that operative 
opening of the knee joint should be done more fre- 
quently than heretofore when a fissure of the patellar 
cartilage is suspected since conservative measures 
affect only the synovitis and not the fissure. 

‘The author uses the S incision of Payer as this 
permits rotation of the patella to 180 degrees and 
thereby gives good exposure of the cartilage. 

VorSHUETZ (Z). 


FRACTURES AND DISLOCATIONS 


Henderson, M. S.: Ununited Fractures. /. Am. 
M. Ass., 1926, Ixxxvi, 81. 

Ununited fractures are those that have failed to 

unite by bony union after the period normally re- 


quired for repair. They may be divided into those 
of delayed union and those in a fixed state of non- 
union. 

Delayed union may be defined as a condition in 
which clinical and roentgenographic examinations 
show that repair is going on slowly although the 
fracture is still ununited. As the fracture is gently 
manipulated, solidity and thickening due to callus 
may be noted. The roentgenogram often shows a 
large amount of callus; in fact, the fracture line it 
self may be partially obscured by it. The bones are 
generally of normal density, and there is usually 
some hesitancy in pronouncing these cases ununiled 
fractures from the roentgenogram alone. 

Non-union may be said to exist when the physical 
examination and roentgenographic study indicate 
that the fracture is still ununited and that there is 
no attempt at repair. The patient may be able to 
flop the part about at will, and on physical exam 
ination a typical false joint is found. On palpation, 
no callus can be felt, and the stiffness and semi 
rigidity encountered in delayed union are absent. 
The roentgenogram usually discloses osteoporosis 
of the fragments with clear-cut and often rounded 
ends, and there is no callus to give a hazy appear- 
ance to the fracture area as in delayed union. The 
longer the fracture has been ununited, the more 
likely the condition is non-union, but time is not 
the sole criterion. In the cases of delayed union 
studied by the author the average time between the 
occurrence of the fracture and the operation was 
six months, while in those on non-union it was two 
years. 

Kighty-one per cent of the patients were between 
20 and 49 years of age. The cases of patients under 
ro years of age are not included in this study as the 
author believes they demand separate consideration. 
Hip fractures are considered separately from shaft 
fractures and are not included in the tables. 

In twenty-two cases of non-union of the hip, bone 
pegs were employed. Usually they were obtained 
from the fibula. Of twenty-one patients traced, 
sixteen (75 per cent) were cured. 

In a considerable number of the cases calcium 
and phosphorus estimations were made, but they 
yielded comparatively little information of value. 

Fractures produced by direct injury suflicient to 
injure and devitalize the tissues are more prone to 
remain ununited than those produced by less severe 
trauma. Compound fractures are usually caused by 
more severe trauma than simple fractures; this was 
true in the cases reviewed, and accordingly non- 
union was more common than delayed union in 
cases of compound fractures. 

The clinical study of the general systemic con 
dition was negative. Local causes are of far more 
importance in non-union of fractures than general 
or systemic causes, but in a small number of the 
cases reviewed the chemical analysis of the blood 
to determine the calcium and phosphorus content 
gave suggestive findings. This test is a delicate 
one, and abnormal readings must be carefully checked 
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by further tests before they are accepted. If the 
calcium and phosphorus content of the blood serum 
could be raised above the normal for any length of 
time, it is possible that in cases of delayed union the 
fracture might be induced to unite. Cases of fixed 
non-union, however, would probably not be bene- 
fited. 

The bone graft is of the greatest value. Without 
it, a cure would be impossible in 93 per cent of the 
cases of delayed union, 82.6 per cent of those of 
non-union, and 86.4 per cent of all cases of un- 
united fracture, including both types. In cases of 
delayed union the bones are more easily induced 
to unite than in cases of non-union. This is shown 
by the fact that in the cases reviewed the plastic 
type of operation resulted in a cure in 93 per cent 
of those of delayed union and in 65 per cent of those 
of non-union. 

In the treatment of ununited fractures the dis- 
tinction between delayed union and non-union 
should be borne in mind. In some of the cases re- 
viewed the condition was diagnosed as delayed union 
one and one-half years after the accident, whereas 
in certain cases of fracture of the hip a diagnosis of 
non-union was made after three months and in cer- 
tain fractures of the shaft, after four months. The 
average duration of the non-union before operation 
was two years. As the result of the recognition of 
this difference and the putting forth of greater 
effort and more care in the planning and execution 
of operations for non-union, a higher percentage of 
cures has been obtained than heretofore. 


Bagley, C. H.: Fracture of Both Bones of the Fore- 
arm: A Study of 200 cases. Surg., Gynec. & Obst., 
19206, xlii, 95. 

Of 200 patients with fracture of both bones of the 
forearm who were treated in the Surgical Clinic of 
the Johns Hopkins Hospital, Baltimore, 110 were 
under 10 years of age, 66 were between 11 and 15 
years, and only 24 were over 15 years. The great 
majority of the fractures were caused by indirect 
violence, such as a fall on the hand with the arm 
outstretched. Half of them occurred in the lower 
third of the forearm, and nearly half were incomplete 
or greenstick fractures. 

The commonly accepted theory that, in children, 
cpiphyseal separation occurs instead of fracture in 
the lower third of the forearm is not borne out by 
these cases. 

In the treatment of fractures of the forearm 
reduction should be done early and should be com- 
plete, but in some cases in which reduction is not 
quite complete it may be best not to attempt re- 
peated manipulation because of the danger of 
impairing function. Of the cases reviewed, only ten 
required open operation. ‘The operations were done 
for over-riding and in cases in which there was 
excess callus which would interfere with function. 

In children it has been found that bowing tends 
to become corrected spontaneously by the formation 
of callus only on the concave side of the fragments. 
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This is probably due to relaxation of the periosteum 
and greater haemorrhagic exudation on that side. 

In 194 of the cases reviewed there was no deform- 
ity or loss of function. In the remaining six cases 
some deformity and loss of function were caused by 
arthritis or excess callus. Four of these were cases in 
which an open reduction was done. 

The author believes that in children an imperfect 
reduction is preferable to open operation, and 
reports in detail three cases which substantiate this 
belief. Witcram A, Crark, M.D. 


Jachia, A.: A Case of Bilateral Pathological Cen- 
tral Luxation of the Femur (Su un caso di 
lussazione patologica centrale bilaterale del femore). 
Chir. d. organi di mouimento, 1925, ix, 605. 

The case reported in this article was that of a 
woman 20 years of age who gave birth to a child 
fourteen months previously and after delivery suffered 
from severe puerperal infection. The high fever of 
the infection persisted for four months and was 
associated with pain in the abdomen, back, and 
hips and the spontaneous opening of multiple ab- 
scesses in the sacro-iliac region. The patient was 
obliged to remain in bed for eleven months and 
developed bed sores in the sacrococcygeal region. 
When she got up the two coxofemoral joints were 
completely ankylosed, the lower limbs were parallel 
with the axis of the body, the thighs were flexed on 
the pelvis to about 20 degrees and slightly rotated 
inward, and there was a lumbosacral lordosis. 

The roentgenogram showed perforation of the 
acetabulum on both sides. On the left side the 
head of the femur was almost totally absorbed and 
on the right side the head and part of the neck of 
the femur had disappeared, the neck being reduced 
to a pointed spur. On both sides all that remained 
of the upper epiphysis of the femur was implanted 
in a mass of semitransparent, decalcified newly 
formed bone tissue. 

Central luxation of the femur due to trauma is 
rare, and such luxation due to pathological processes 
still rarer. In infective osteo-arthritis the destructive 
processes are accompanied by reparative processes 
which re-enforce the acetabulum and prevent its 
perforation. In tuberculous coxitis the position 
assumed by the lower limb causes the head of the 
femur to press on the posterior rim of the acetabulum 
rather than on its floor, the luxation being iliac 
rather than central. 

The author’s case is of interest particularly be- 
cause the lesion was bilateral and because it occurred 
during the puerperium. ‘The bilaterality was ap 
parently due, not to special virulence of the infect- 
ing micro-organisms, but to a diffuse cellulitis and 
decalcification of the bones of the pelvis from a 
slight toxic puerperal osteomalacia. It was favored 
by the patient’s lying first on one side and then on 
the other because she was prevented by the bed 
sores from lying on her back. 

When the patient entered the hospital, operation 
could not be performed because the sepsis was too 
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recent. She was therefore advised to go home and 
take calcium treatment and return after a few 
months. The author believes that at the end of 
that time it may be possible to improve her con- 
dition by a suitable osteotomy with fixation of one 
of the limbs in moderate abduction and an attempt 
to bring about a neo-arthrosis in the other between 
the neck of the femur and the ilium. 
Aubrey G. Morcan, M.D. 


ORTHOPEDICS IN GENERAL 


Bristow, W. R., and Elmslie, R. C.: Discussion on 
Manipulative Treatment. Lancet, 1926, ccx, 218. 


Bristow called attention to the fact that bone- 
setters and other practitioners without proper 
training are often unable to arrive at a correct diag- 
nosis because they do not understand the pathology 
and therefore do not give proper treatment. He 
cites several cases treated by bonesetters which 
ultimately came under his care. 

Manipulative treatment is of value chiefly for 
minor injuries and to a less degree is beneficial in 
chronic joint disease. In Bristow’s opinion too little 
time is given the subject of manipulative treatment 
in the medical curriculum. 

Conditions which are benefited by manipulation 
fall into two groups: those resulting from injury 
and those resulting from disease. The first group 


include: (1) internal derangement of joints such as 
the knee, wrist, and jaw, all of which contain an 
intra-articular fibrocartilage; (2) fibrosis about joint 
capsules (this must be differentiated from arthritis) ; 
and (3) fibrosis of muscle, a condition which fre- 
quently occurs in the erector spine group of muscles 
and causes backache. 

With regard to conditions due to disease it is 
difficult to lay down any definite rule for treatment. 

EvMSLie classified the manipulative methods as 
carried out by unqualified practitioners—boneset- 
ters, osteopaths, chiropractors, and others—into 
two classes: (1) manipulations of the affected part, 
as for adhesions about a joint, and (2) manipula- 
tions of some part which is not obviously affected, 
such as the manipulation of the spine carried out 
by osteopaths. Manipulations of the second type 
are obviously irrational. With regard to the first 
group, Elmslie stated that some bonesetters use 
manipulative methods which have been proved 
of value, but orthopedic surgeons who practice 
manipulative methods are far more capable. 

The principal indications for manipulative treat- 
ment are simple traumatic adhesions around joints, 
derangements of joints due to damage and the dis- 
placement of an intra-articular meniscus as in the 
knee, and deformity of the foot caused by too short 
shoes. Under anesthesia manipulation can be done 
in such cases with great success. 

Frank G. Murpuy, M.D. 
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BLOOD VESSELS 


Culligan, J. M.: Phleboliths. J. 
175. 

With the development of the roentgen ray, phleb- 
oliths became clinically significant. They are found 
most frequently in X-ray examinations of the pelvis 
and at autopsy; 38.99 per cent of pelvic roentgeno- 
grams at the Mayo Clinic show shadows of phlebo- 
liths. The shadows are two-thirds as common in 
females as in males. Forty-seven per cent of shadows 
of phleboliths are bilateral. 

Phleboliths vary between 1 and 1o mm. in diam- 
eter, the average being about 4 mm. In males, they 
are found most frequently in the periprostatic plexus, 
and in females in the uterine plexus; occasionally 
they are found in splenic veins and the veins of 
hamangiomata. 

Microscopically, phleboliths are strikingly uni- 
form, the main difference between the large and 
small ones being that in the former there are areas 
of ossification. Chemical analysis shows that their 
ingredients also are practically uniform. 

Phleboliths have their origin in thrombi. The 
chief factors in their formation are lack of muscular 
support to the veins, stasis, undernourishment, in- 
fection, and calcification. 

The shadows of phleboliths are easily confused 
with the shadows of ureteral stones. Roentgenolo- 
gists can determine in about 94 per cent of cases if 
pelvic roentgenographic shadows are dye to phleb- 
oliths. Urologists should be able to identify all 
pelvic shadows as extra-urinary or intra-urinary. 

The lead catheter is unreliable in the localization 
of pelvic shadows. The most accurate method 
known for such localization is pyelography. 

The perivesical plexus containing phleboliths and 
thrombi is an ever-ready focus for emboli. 


Urol., 1926, xv, 


Sosman, M. C., and Vogt, E. C.: Aneurisms of the 
Internal Carotid Artery and the Circle of Willis 
from a Roentgenological Viewpoint. Am. J. 
Roentgenol., 1926, xv, 122. 

Although various roentgenologists have recognized 
the possibility of demonstrating intracranial aneu- 
risms by roentgenograms, comparatively few de- 
tailed descriptions of these lesions have appeared in 
the literature. The purpose of this article is to dis- 
cuss the incidence, etiology, symptoms, and roent- 
genographic appearance of such lesions and to show 
that in a certain percentage of cases an accurate 
diagnosis can be made during life. A review of 
autopsy records reveals that intracranial aneu- 
risms are far from rare. ‘The infrequency of their 
diagnosis is probably due to the fact that the possi- 
bility of their presence is rarely considered. 


On the basis of the literature and their own ex- 
perience, the authors classify ancurisms according 
to their causes as follows: (1) those due to degenera- 
tive or arteriosclerotic weakening of the arterial 
wall; (2) those due to infected emboli, which usually 
are of endocarditic origin; (3) those due to trauma 
to the artery; (4) those due to syphilis; and (5) 
those due to unknown causes (congenital). 

Because of their associated arteriosclerosis and 
calcium deposits or their long-continued expansile 
pulsations with erosion of the neighboring bone, 
aneurisms of the first group are the ones most apt 
to be recognized by roentgen examination. 

The physical signs and symptoms which are most 
constant and of the greatest diagnostic value are 
those due to the aneurism itself and especially its 
rupture. Next in value are the signs due to pressure 
upon adjacent structures, but these may be simu- 
lated by any-other disease or tumor occurring in the 
same location. A third group, those due to the 
disease causing the aneurism, are inconstant and 
unreliable. 

In the roentgen plate, intracranial aneurisms are 
revealed by calcification in their walls or the ero- 
sion of bone adjacent to the aneurismal sac. In the 
first instance, thin plaques of calcium, usually semi- 
lunar, with their convexity upward, are seen lying 
beside the sella or rising above it. As a rule these 
are easily distinguished from the spongy calcifica- 
tion in craniopharyngeal pouch tumors, the dense 
hyperostoses seen in meningiomata, and the granular 
or nodular calcifications occasionally seen in glio- 
mata. The erosion due to pulsating sacs is also fairly 
characteristic. It may involve one anterior clinoid, 
the lateral half of the body of the sphenoid on the 
same side, and a similar portion of the posterior 
clinoid. The bone is cleanly destroyed. 

The authors have seen twenty cases of intracranial 
ancurism. In ten, the diagnosis was confirmed by 
operation or autopsy. In the others it was based 
on the clinical history and findings or the roentgen- 
ographic appearances or both. In 25 per cent of 
the cases in which skull films were obtained the diag- 
nosis was possible from the roentgen examination 
and in another 25 per cent the findings supported 
the clinical impression. | Apo.tpuH Hartune, M.D. 


BLOOD; TRANSFUSION 


Lattes, L.: The Individuality of the Blood in Bi- 
ology, in tue Clinic, and in Forensic Medicine. 
(Die Individualitaet des Blutes in der Biologie, in der 
Klinik, und in der gerichtlichen Medizin). 1925: 
Berlin, Springer. 


This excellent translation by Schiff of the new and 
revised Italian edition of the “‘Individuality of the 
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Blood” by Lattes fills a large gap in haematological 
literature. 

Following a review of what is known regarding 
the little understood constitutional characteristics 
of the blood which are responsible for the isoreac- 
tions, Lattes reports the findings of his own studies 
and those of other investigators whose communica- 
tions are found scattered here and there in journals 
of widely diverse branches of science. 

The basic constitutional characteristic of man in 
relation to his blood is his belonging to one of the 
four blood groups which are determined serologi- 
cally by means of iso-agglutination between the blood 
corpuscles and the blood serum. Besides the four 
classical blood groups, Lattes discusses also the 
other theoretically possible agglutination groups. 

Each of the four blood groups is determined by 
two characteristic albuminous bodies in the erythro- 
cytes called the “receptor” and the “‘agglutinogen,”’ 
and two in the serum, called “agglutinins.” Their 
occurrence together or alone or their absence deter- 
mines the character of the blood. 

The technique of carrying out the individuality 
tests, the appearance of the group characteristics in 
ontogenesis, isoreactions in animals, and related 
serological reactions are discussed in detail with ex- 
cellent illustrations. Another chapter deals with 
the inheritance of constitutional blood qualities 
which, as shown by carefully traced family trees 
and comparative studies, follows the mendelian law. 

One chapter is devoted to the sociologico-biologi- 
cal significance of the different numbers of persons 
of the various races who belong to the different 
blood groups. 

The most important therapeutic application of 
blood grouping—the choice of a donor for a patient 
requiring a blood transfusion—is given considerable 
space. This discussion explains the differences of 
opinion regarding blood transfusion in the days 
when the grouping was not known and it was there- 
fore a matter of chance whether the reactions of 
agglutination and haemolysis occurred or not. 

In conclusion, the question of the legal significance 
of the individuality of the blood is discussed. 

Of special importance is the bibliography on the 
subjects treated, which contains no fewer than 700 
references. SCHNEIDER (G). 


Goebel, F.: Blood Transfusion in Infancy and 
Early Childhood and the Nature of Its Action 
(Ueber Bluttransfusionen beim Saeugling und 
Kleinkind und deren Wirkungsweise).  Zéschr. f. 
Kinderheilk., 1925, Xxxix, 258. 

The author has treated twelve cases of anemia of 
infancy with intravenous blood transfusions. In 
nine cases an entirely successful result was obtained; 
in one case the result was vitiated by recurrent 
attacks of pneumonia; in one case death resulted 
from hemolysis; and in one case of aplastic anamia 
the treatment was without effect. 

The beneficial result of the treatment was due 
not only to the substitution of blood but also to a 


more or less marked stimulation of the bone marrow. 
The latter was demonstrated by the appearance of 
new erythrocytes which sometimes were rich in 
hamoglobin, increasing the color index, and some- 
times were poor in hamoglobin. It was evident also 
from the appearance in one of the cases of numcrous 
normoblasts. In some instances only a fraction of 
the erythrocytes added with the transfused blood 
re-appeared. In two cases the transfusion was fol- 
lowed by a pink tinge in the serum which must 
have been due to haemolysis. 

ven in the two cases in which an intraperitoneal 
infusion was given the effect must have been due, 
not only to the substitution of blood, but also to the 
simultaneous stimulation and improvement of blood 
regeneration. 

The fact that an effect can be obtained even by 
pure stimulation therapy consisting in the intra- 
muscular injection of from 50 to 80 c.cm. of blood 
was shown by one case in which, after three injec- 
tions in a period of three weeks, the erythrocytes 
increased by nearly two millions. 

Intravenous transfusion of large quantities of 
blood is the method of choice for the treatment of 
all anzemias which threaten life. Opitz (Z). 


LYMPH VESSELS AND GLANDS 


Rolleston, Sir. H.: Lymphadenoma (Hodgkin’s 
Lymphogranuloma). Lancet, 1925, ccix, 1209. 

Rolleston reviews the history of lymphadenoma 
from the brief reference made to it by Morgagni in 
1769. Hodgkin gave the first complete description 
of it in 1832 and reported seven cases under the title 
“Some Morbid Appearances of the Absorbent 
Glands and Spleen.” Others who studied the con- 
dition were Wilks, Virchow, Cohnheim, ‘Trousseau, 
and Sternberg. The characteristic microscopic ap- 
pearances of lymphadenoma were first recognized 
and described by Andrewes and Reed, independently. 

Hodgkin’s lymphogranuloma has been regarded 
as an atypical form of tuberculosis, a specific in- 
fective granuloma of unknown nature, a new growth, 
and a transition between a granuloma and a new 
growth. 

The first theory was adopted by a number of the 
earlier investigators. Sternberg believed the con- 
dition to be a form of tuberculosis, claiming that he 
found evidences of tuberculosis in ten of fifteen 
cases. Others thought that when tuberculosis was 
present it was a secondary invasion. Inoculation 
experiments gave varying results, and, when posi- 
tive, were thought to show evidence of mixed in- 
fection. Several investigators who held the specific 
infection theory claimed that they found a specific 
organism in their cases, but they did not definitely 
prove their contentions. The presence of an cosino 
philia in the glands suggested to others that the 
condition was of protozoal or spirochztal origin. 

The view that it is a new growth allied to sarcoma 
or endothelioma was due principally to the impres- 
sion that it extended beyond the limits of lymphoid 
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tissue and infiltrated structures not containing 
lymphadenoid tissue. ‘The compromise theory that 
it is a transitional condition has had many sup- 
porters, but has not been definitely proved. 

Hodgkin’s lymphogranuloma resembles a malig 
nancy in a number of its characteristics. It general- 
izes and may appear in organs such as the liver and 
kidney, where the amount of lymphoid tissue is 
small, and in muscles and bone where there is no 
lymphoid tissue. This has led to its being called 
by some “‘ Hodgkin’s lymphosarcoma.” 

Although the enlargement of the superficial lymph 
glands is usually the first indication of lymphade- 
noma, these glands are not necessarily the primary 
location of the disease. A number of investigators 
have shown that primary enlargement of the ab- 
dominal or thoracic glands is much more common 
than primary enlargement of the cervical glands, 
but may not be discovered as early. Under proper 
treatment, the outward manifestations may dis- 
appear, but the patient subsequently dies from the 
progress of the abdominal and thoracic involvement. 

The intrathoracic form of the disease is frequently 
responsible for palpable glandular enlargements in 
the neck. ‘There may be a well-marked mediastinal 
growth without pressure symptoms, or a pleural 
effusion with dyspnoca entirely out of proportion to 
the amount of fluid present and necessitating fre- 
quent tappings. There are many manifestations of 
this type of the disease suggesting pleurisy with 
effusion, pneumonia, tuberculosis, or some other 
chest condition. Occasionally there is sufficient pres- 
sure on the large veins to produce cyanosis and 
cedema. 

The abdominal manifestations are divided into 
six forms. 

1. The peritoneal form, due to affection of the 
mesenteric glands. This may suggest tuberculous 
peritonitis, frequently leads to ascites, and may be 
associated with jaundice. It is sometimes diagnosed 
at laparotomy, especially if there are symptoms 
suggesting cholecystitis or liver abscess. 
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2. The retroperitoneal form, in which the glands 
are involved alone or with the mesenteric glands and 
the spleen. ‘The symptoms are principally those of 
pressure and vary according to the structures en- 
croached upon. Pain may be a prominent mani- 
festation. 

3. The gastro-intestinal form, which is rare. 

4. The splenic form. The spleen is affected in 
practically every case, but the disease is rarely 
confined to the spleen. 

5. The hepatic form. The liver is found to be 
involved in at least 50 per cent of the cases, but 
this is frequently a postmorten finding and not 
recognized clinically. It is never found as the sole 
lesion. 

6. ‘The renal form, iff which small nodules are 
occasionally found at autopsy, or more rarely, an 
enlargement of the perirenal lymphatics. 

It has been estimated that from 25 to 40 per cent 
of the cases show some cutaneous manifestation 
such as pigmentation, which occasionally suggests 
Addison’s disease, changes in the color or form of 
the hair, perspiration, or oedema. These cutaneous 
manifestations are due to a toxin or the invasion 
of the skin by characteristic lymphogranulomatous 
tissue. 

The condition is not always easy to diagnose. It 
must be differentiated from tuberculosis, leukamia, 
chronic inflammatory conditions, sarcoma, and 
various pyrexial states. One of the most valuable 
diagnostic aids is microscopic examination of an 
excised portion of gland tissue. 

The duration of the disease ranges from a few 
weeks to several years. There is no evidence that 
a spontaneous cure may occur. Schniffner reported 
a case in which X-ray treatment resulted in benefit 
for cleven years. The use of radium and the X-rays 
is rather general. In some cases Coley’s toxins of 
erysipelas and bacillus prodigiosus have been bene- 
ficial. Many of those who have studied the con- 
dition advocate the early removal of infective foci. 

Haroitp M. Camp, M.D. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Moersch, H. J.: The Vital Capacities of 1,000 
Surgical Patients. Arch. Int. Med., 1926, xxxvii, 
128. 


Although an accurate conception of the vital 
capacity of a subject requires the interpretation of 
many conditions which are often of a baffling nature, 
determinations made with the spirometer meet a 
definite need in clinical medicine. While it may be 
said that determinations of vital capacity will not 
permit a diagnosis without further data, they may 
be of considerable importance when they are con- 
sidered in conjunction with other clinical findings. 
‘They are especially useful in the study of cardiac 
and pulmonary disease. 

The spirometer is of value chiefly because disturb- 
ances of external respiration can be detected with it. 
As diseases which do not affect the cardiorespiratory 
functions have very little or no influence on vital 
capacity, the spirometer is of great aid in the routine 
examination of persons undergoing examinations to 
determine their physical fitness. When a thorough 
clinical and physical examination is not feasible or 
possible, the use of this instrument may attract the 
attention of the examiner to the presence of one of a 
large group of gross pulmonary or cardiac diseases. 
While in many instances the vital capacity may be 
low in the absence of any demonstrable organic 
cause, in a large percentage of such cases an organic 
disturbance involving the cardiorespiratory system 
may be demonstrated. 

Clinicians and surgeons frequently get out of 
touch with the patient’s progress and often greatly 
overestimate his vitality. In long-continued disease 
affecting the heart and lungs, frequent determina- 
tions of the vital capacity will help to foretell the 
course of the disease. This is true especially when 
oedema is present. When the patient is put to bed, 
the sudden disappearance of the oedema may sug- 
gest that marked improvement has occurred but by 
the use of the spirometer it may often be demon- 
strated that the disappearance of the oedema was 
due to a shifting of fluid rather than to its absorption 
and excretion. 

The factors that influence the vital capacity are 
posture, the time that has elapsed since the last 
meal, psychic disturbances, physical fitness, sex, 
age, height, weight, and surface area. In the female, 
the number of pregnancies and miscarriages seems 
to be without influence. 

Determinations of vital capacity are most accu- 
rate when the calculations are made on the basis of 
surface area and height. The relationships of sur- 
face area and height to vital capacity are so similar 


that for most purposes the standard based on height 
alone is satisfactory. However, the vital capacity 
calculated on surface area tends to be higher than 
that calculated on height alone. In children the 
relationships tend to be the same as in adults. 

No formula has proved satisfactory in all cases 
since normal persons may have readings below 85 
per cent of their calculated vital capacity. There- 
fore it is not correct to regard every reading more 
than 15 per cent below normal as indicating a 
pathological condition. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Meyer, K. F.: The Prophylaxis and Treatment of 
Wound Infections by Modern Methods. Cuali- 
fornia & West. Med., 1926, xxiv, 177. 

There are three and possibly four sporulating 
anaerobic bacteria which cause some of the most 
dreaded infections. Frequently, they act together, 
and through their combined effect produce the syn- 
drome of gas gangrene. The bacillus tetani, the 
most common anaerobe, is responsible for tetanus 
neonatorum, and tetanus following vaccination or 
developing as a postoperative complication. 

Since it is now definitely established that tetanus 
spores and any other anaerobe producing gas gan- 
grene which may be ingested on raw vegetables may 
multiply in the intestinal tract and remain there in 
large numbers, the surgeon should consider this in- 
sidious source of wound infection before he suspects 
his surgical instruments, sutures, and dressings. It 
is not unlikely that many of the postoperative 
anaerobic infections are from the patient’s intestinal 
tract rather than from exterior sources. 

In many cases in which tetanus develops, the 
wounds are apparently so trivial that the patient 
does not consult a physician. It is very important 
that every wound contaminated with earth or cloth- 
ing should receive at least 1,500 units of anti-tetanus 
serum, and often this dosage should be repeated in 
eight days. The danger of anaphylactic reactions 
due to repeated injections of horse serum has been 
greatly exaggerated, and the possibility of anaphy- 
lactic death is negligible if no more than 3 c.cm. of 
horse serum is given. It would be of course better 
to have a polyvalent serum which would protect 
also against the other anaerobes, especially the 
bacillus welchii, but an efficient polyvalent serum is 
not now available in the United States. 

Infected wounds may be treated by physical or 
chemical disinfection. Anaerobic bacteria begin to 
grow in the tissues between the seventh and eleventh 
hour, while aerobes may not become established until 
the eighteenth to forty-eighth hour. In many 


494 





or 
to 
til 
ny 





SURGICAL TECHNIQUE 495 


instances careful operation with the excision of all 
devitalized tissues and perfect hemostasis followed 
by free drainage will prevent the development of a 
dangerous infection. 

There has been considerable controversy as to the 
usefulness of chemical antiseptics in wounds. Brun- 
ner has furnished experimental evidence proving 
that prophylactic and preventive antisepsis is possi- 

le. 

In tests of a number of antiseptics tincture of 
jodine was found most effective. This preparation 
not only detoxifies and inhibits the growth of spores, 
but also stimulates the defensive mechanism of the 
wound tissues. Experimental studies seem to in- 
dicate that very few of the new dye antiseptics act 
as well as iodine in destroying spore organisms. 
Pilcher’s solution, a quinine-hydrochloric-acetic 
acid-formol-alcohol solution, appears to be an ex- 
cellent inexpensive antiseptic for wounds. If used 
early, it will probably prevent gas gangrene and its 
serious Consequences. 

The treatment of wounds with vaccines has been 
practiced with varying results. Recently Besredka 
found in experiments on animals that the cutaneous 
application of vaccine produced the most effective 
immunity. Applying this principle clinically, he 
found that greater immunity was produced by a 
vaccine dressing than by subcutaneous injections 
and no local reactions developed. The author is of 
the opinion that this method of treatment is not 
only harmless but exceedingly beneficial and should 
be tried more extensively in order that its true worth 
in general surgical practice may be learned. 

Cyrit J. Graspet, M.D. 


Zimmer, A., and Buschmann, P.: The Prevention 
and Treatment of Injuries Caused by Protein 
Therapy (Vermeidung und Behandlung von Schaed- 
en die durch Proteinkoerpertherapie hervorgerufen 
werden). Zischr. f. aerzil. Fortbild., 1925, xxii, 513. 

The prophylaxis of complications caused by pro- 
tein therapy consists in varying the protein sub- 
stance used, increasing the dose slowly, and discon- 
tinuing intravenous injections or, if such injections 
are given, administering the dose slowly and frac- 
tionally. 

For the treatment of the complications the authors 
recommend camphor, caffein. skin friction, massage 
of the heart, and oxygen. 

Sometimes, in addition to anaphylactic shock, 
there is evidence of serum sickness. A little known, 
but dangerous, complication is chronic protein poi- 
soning which, like the cachexia of carcinoma, may 
be ushered in by a very rapid decline (increased 
protein catabolism in the liver, ceedema). Therefore 
the administration of protein therapy should never 
be continued longer than from four to six weeks at a 
time and should not be resumed until after a period 
of equal length. 

In conclusion the authors call attention to the 
fact that the value of protein treatment does not 
reside in the fever reaction. VOLKMANN (Z). 


ANESTHESIA 


Pembrey, M. S., and Shipway, F. E.: Apnoea, 
Dyspnea, and Cyanosis in Relation to Anzs- 
thesia. Part I. Physiology. Part II. Anzs- 
thesia. Guy's Iosp. Rep., Lond., 1926, Ixxvi, 53, 
58. 


Anesthesia is a pathological condition but has 
its representation in physiology. The authors in- 
vestigated this comparison with regard to respiratory 
changes. Physiologically, apnova is absence of re- 
spiratory movements due to diminished excitability 
of the nervous system and absence of carbonic or 
other acid sufficient to stimulate the respiratory 
center. It is not due to an excess of oxygen. Effec- 
tive stimulation to respiration consists in an in- 
creased tension of carbon dioxide in the blood with 
a corresponding decrease in that of oxygen. 

Equilibrium between acid and base in the blood is 
maintained by constant processes of adjustment 
which are expressed by the respiratory movements. 
During anwsthesia, apnoea may be caused by too 
deep and rapid breathing which washes out too 
much carbon dioxide. When chloroform is given 
by the open method it may occur as the result of 
the depressant action on the heart and respiratory 
center, the reduction of the oxygen capacity of the 
blood, and the reduction in tissue metabolism. At 
times it occurs with intratrachael insufflation, but 
is infrequent when a trachael tube is used and rare 
when ether is given by the open method. 

Dyspnoea is evidence of a vigorous excitation of 
the nervous system by an excessive carbon dioxide 
tension such as that following vigorous exertion 
During anesthesia it may be caused by rebreathing 
or the presence of an obstruction in the airway. 

Cyanosis is a state of anoxwmia. Its most typical 
physiological form is seen in mammals born with 
“blue asphyxia” and “white asphyxia,” the latter 
accompanied by circulatory failure. During nar- 
cosis, two similar forms are encountered. For these, 
oxygen and carbon dioxide are indicated. 

Pathological and physiological respiratory varia- 
tions are dependent upon the same causes. 

Georce R. McAutirr, M.D. 


Haggard, H. W.: The Absorption, Distribution, 
and Elimination of Anesthetics. Anes. & 
Anal., 1926, v, 1. 

The concentration of the anasthetic with which 
the living cells are in equilibrium when they exhibit 
the phenomenon of narcosis is called the “‘anasthetic 
tension.” It is expressed either in grams of the 
anesthetic per liter of blood surrounding the tissues 
or indirectly as the percentage or tension of the 
anesthetic in the respired air which is in equilibrium 
with the blood. There can be little question that 
the anesthetic tension of ether has now been defi 
nitely established as 3.5 per cent. 

When air containing ether vapor is brought in 
contact with blood, some of the ether passes into 
the blood and seeks equilibrium. As the ether in 
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the air passes into the blood the tension in the air 
falls and the tension in the fluid rises. A condition 
of equilibrium is finally established when the tension 
of ether in the air equals the tension of ether in the 
fluid. At this point of equilibrium the blood con- 
tains much more ether than an equal quantity of air. 
The distribution at body temperature is in the ratio 
of 1 to 15. Thus, if sixteen parts of ether are equili- 
brated between a like volume of air and blood, one 
part will remain in the air and fifteen parts will be 
in the blood. 

The rate of absorption is determined solely by the 
amount of ether brought to the lungs. Since 2 liters 
of air with 8 per cent of ether vapor contain as great 
an amount of ether as 1 liter at twice this concen- 
tration, doubling the volume of respiration doubles 
the amount of ether brought to the lungs as surely 
as does doubling the concentration. The concentra- 
tion of ether reached in the central nervous system 
is the determining factor in the anawsthetic action of 
whatever amount of ether is in the body at the time. 

The breathing can be increased in a normal man- 
ner only by bringing to the respiratory center the 
stimulus which normally induces breathing, that is, 
carbon dioxide. By the inhalation of dilute carbon 
dioxide the volume of respiration can be increased 
to five, six, or even ten times the resting volume. 
After the cessation of the inhalation the respiration 
quickly returns to normal. 

The author lays emphasis upon the phase of ab- 
sorption and elimination of anawsthetics, that is, the 
part played by the volume of breathing. ‘The rate 
of the circulation, the concentration of the ans- 


thetic inhaled, and the volume of air breathed are 
the three controlling factors in absorption and elim- 
ination. The first two are under the regulation of 
the anesthetist, while the last is not. Heretofore 
anesthesia has been largely controlled by varying 
the concentration of the anesthetic inhaled. It can 
be controlled better by varying the volume of air 
breathed. An increased volume of breathing ex- 
pedites both absorption and elimination. By this 
means the depth of anwsthesia can be rapidly 
varied in either direction. The use of the concen- 
tration of the anesthetic inhaled as the sole regulat- 
ing factor is as much a handicap in the induction of 
anwsthesia as the use of only one hand would be in 
the practice of surgery. Morris H. Kaun, M.D. 


Andrejew, L. A.: The Effect of Local Anzsthesia 
on the Blood Pressure at Operation (Kinwirkung 
der Lokalanaesthesie auf den Blutdruck bei Opera- 
tionen). Deutsche Ztschr. f. Chir., 1925, cxciii, 21. 

From a comparison of blood-pressure curves made 
before, during, and after operations, the author 
found that the psychic disturbance immediately pre- 
ceding operation causes a slight lowering of the 
blood pressure. During the intervention itself, the 
blood pressure falls still more, the degree of the fall 
depending upon the nature and field of the opera- 
tion. After the operation the pressure remains de- 
creased for a short time, but soon returns to normal. 

By means of blood-pressure determinations it is 
possible to recognize imminent collapse. This is 

best prevented by decreasing the anesthesia for a 

brief period. KREUTER (Z). 
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ROENTGENOLOGY 


Flaskamp, W.: Local and General Injuries of the 
Human Body Caused by the Roentgen Rays 
and Radio-Active Substances (Ueber Lokal- und 
Allgemein-schaedingungen des menschlichen Koer- 
pers durch Roentgenstrahlen und radio-aktive Sub- 
stanzen). Ber. u. d. ges. Gynack. u. Geburtsh., 1924, 
vi, 1, 417; 1925, Vili, 225, 353. 

The author presents an excellent summary of all 
that is known of accepted value on the subject of 
injuries of the human body produced by roentgen 
rays and radio-active substances. Because of the 
comprehensiveness of the material, this abstract 
must be limited to a brief statement of the main 
points covered. 

In the introduction, Flaskamp discusses the 
roentgen rays as therapeutic and injurious agents 
and the effect of irradiation in the production of 
reactions. By the term “injury” he means the de- 
velopment of a secondary disease picture which is 
independent of the primary affection. 

In the first chapter he treats of local injuries of 
the surface of the body, reviewing the theories as 
to the pathogenesis of skin lesions and describing 
the clinical aspects of such lesions. ‘To prevent 
confusion, he first defines the various terms. A 
“primary injury” is an acute injury which mani- 
fests itself acutely. A ‘“‘late injury” is an acute 
injury which does not become manifested until some 
time after a short period of exposure to the X-ray. 
‘Cumulative injury” means the injurious effects 
from constant exposure to the roentgen rays, such 
as may occur in persons engaged in roentgen-ray 
work. “‘Summation injuries” are injuries due to 
both roentgen-ray and other trauma. 

Early symptoms. Following the application of 
certain doses there usually appears within a few 
hours or, at the latest, after two or three days, a 
pale pink coloration of the irradiated area of skin. 
Koehler calls this reaction “early erythema” and 
Holzknecht, the “‘pre-reaction.” With regard to its 
significance, opinions differ. The author believes 
that the early erythema is the first phase of the 
roentgen injury. Asa rule this reaction ceases with- 
in seventy-two hours at the latest, but under certain 
dosimetric conditions signs of true inflammation may 
appear immediately. 

Acute dermatitis. When the early erythema has 
run its course the inflammatory reaction reaches its 
height in the form of a marked reddening of the 
skin—the Kienbock ‘‘hyperwmic radiodermatitis”’ 
and the Seitz-Wintz ‘‘roentgen erythema.” As a 
rule, from twenty-one to twenty-eight days elapse 
before the reaction reaches its maximum. At the 
end of that time there is an erysipeloid reddening of 
the skin with falling out of the hair in the irradiated 


area. The erythema remains at this stage for several 
days and then advances to further degrees of in- 
flammation or gradually fades, the area showing 
first a reddish and later a brown pigmentation. 

The author warns against regarding the clinical 
signs just described as “reactions.” Although in 
the majority of cases the symptoms disappear al- 
most completely, in a considerable percentage a true 
injury has been produced in the form of an area of 
diminished resistance. 

Roentgen ulcer. The stages of inflammation just 
described may be completed within a few days or 
not until months or years following the irradiation. 
(Haenicke mentions latent periods of ten years and 
longer.) The ulcers, which resemble those of tuber- 
culosis or lues, are necrotic and very dark in the 
center and present sharp edges. The surrounding 
tissues usually show no changes. 

Chronic dermatitis. Chronic dermatitis differs 
essentially from the acute form in its clinical aspects 
as well as in its origin and period of development. 
Dohan and Kienboeck distinguish three clinical 
forms of chronic skin injuries: (1) roentgenologist’s 
erythema, (2) atrophy of the skin with telangiec- 
tases, and (3) hyperkeratoses. Hyperkeratoses occur 
in the form of circumscribed warts or diffuse horny 
formations. With further progress of the disease, 
especially after the warts have been cast off, there 
may be extremely painful ulcers closely resembling 
acute roentgen ulcers. These ulcers and the hyper- 
keratotic areas are points of predilection for the de- 
velopment of roentgen carcinoma. 

Roentgen cancer. Ninety-four cases of roentgen 
cancer have been reported in the literature. ‘The 
average length of time from the beginning of the 
irradiation to the time of the development of the 
cancerous process is about nine years, while that 
from the first dermatitis to the development of the 
cancer is about seven and one-half years. Roentgen 
carcinoma may be single or multiple and may form 
metastases. Its malignancy is greater than that of 
the ordinary skin cancer. According to Krause, its 
mortality is 20 per cent. 

The author next discusses the importance of the 
primary character of the skin. Next in importance 
to the local constitutional factors in the occurrence 
of skin injuries is the patient’s general constitutional 
make-up and the nature of the original malady for 
which the irradiation is done. Even in normal 
persons there is a variation in the erythema thresh- 
old. According to the research of Gauss, Seitz, 
Wintz, and others, there may be a variation in 
radiosensitiveness up to 40 per cent. Persons with 
blond or so-called “Titian” hair are said to be 
especially sensitive. Sensitiveness to the rays varies 
also in different parts of the body. 
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In the next section of the work the author de- 
scribes the histology of the roentgen-damaged skin 
and brings out the fact that all living cells are 
injured by the roentgen ray. He discusses the gra- 
dation in sensitivity of different cell groups and 
their classification according to the law of Bergonié 
and Tribondeau. 

In the next chapter he treats of the capillary 
microscopic picture presented by the irradiated 
skin. Capillary microscopy is of importance be- 
cause, before the irradiation is begun, it will reveal 
the hypersensitiveness of the skin which is peculiar 
to certain organic diseases and certain constitutional 
types. 

In the next chapter the physical, technical, and 
dosimetric aspects of the subject are dealt with. 

In Chapter 8, Flaskamp discusses the prophylaxis 
and treatment of superficial injuries of the body due 
to the roentgen rays. Of importance in the prophy- 
laxis is exclusion from the irradiated areas of 
medicinal, chemical, thermal, and mechanical irrita- 
tion. If, despite every precaution, a skin injury 
occurs, a rational therapy must be instituted— 
rational in the sense that all further injurious in- 
fluences must be excluded. In spite of the numerous 
suggestions that have been made with regard to 
therapeusis, the author warns against over-zealous 
treatment. 

The conservative method of treatment requires 
great patience on the part of both the patient and 
the physician. So far as inflammatory processes are 
concerned, good results are certain to be attained. 
In cases of ulcerous processes, however, the problem 
is more difficult. A large percentage of ulcers prove 
refractory to all conservative measures of treat- 
ment. For these, surgical methods are indicated. 
In contrast to conservative measures, surgery must 
be radical. ‘The procedures to be considered are 
excision of the ulcer, transplantation, and sympa- 
thectomy. The treatment of chronic skin injuries 
must clear up the chronic inflammatory processes 
and arrest the atrophic and degenerative changes. 
In cases of roentgen carcinoma, surgical excision is 
usually indicated. 

In concluding the first half of this report the 
author states that though the roentgen rays have a 
wide application, not sufficient effort has been made 
to establish the basic principles of roentgenology. 
The prophylaxis of roentgen injuries should begin in 
the physician’s study room. Knowledge of a general 
technical nature and understanding of the prin- 
ciples of roentgen physics and of the composition 
and action of the various rays are essential. 

In the second part of the work Flaskamp deals 
with injuries of deep tissues and organs, but it is 
impossible to do justice to the work in abstract 
form. 

In the third part of the work he discusses the 
generalized effect of roentgen injury which is mani- 
fested by the roentgen seizure. Following a review 
of the various theories on the subject, he states that 
the roentgen seizure may occur after irradiation of 
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any part of the body, that it is most severe when 
organs rich in blood and glandular structures are 
irradiated, and that it is the result of metabolic dis- 
turbances. The metabolic disturbances, which re- 
seinble the phenomena of intoxication, are due to the 
formation within the body of decomposition prod- 
ucts which exert a toxic influence or to a disturbance 
of energy equilibrium. 

The best treatment of general roentgen injury is 
prophylaxis. This includes clinical measures as well 
as care in the technique of the irradiation. The 
clinical measures consist in preparation of the patient 
for the irradiation as for a surgical operation by 
means of a light diet, purging, and fasting. During 
the exposure all physical exertion such as forced 
holding of the body in one position, tiresome posi- 
tions, etc., should be avoided. Superfluous raying 
also should be avoided. The hygienic conditions of 
the roentgen room, especially the ventilation, are of 
importance. The use of drugs to influence the metab- 
olism has been advocated. 

Of chief importance in the prophylaxis and therapy 
of roentgen injuries of all types is the problem of 
dosimetry. Only a mastery of this aspect of roent- 
genology makes it possible for the physician who 
uses roentgen therapy to guard his patients from 
injury. The author cites a number of sources of 
danger in the technique of irradiation, such as vari- 
ations in the tension of the source current causing a 
change in the character of rays, variations in the 
efficiency of the apparatus during its operation due 
to the warming up of the resistance in the primary 
circuit, indirect and secondary rays, etc. 

In the next chapter Flaskamp takes up injuries 
produced by radio-active substances which he calls, 
for short, ‘‘radium injuries.”” These injuries have 
usually less severe manifestations than roentgen in- 
juries and differ from the latter also in being essen- 
tially local lesions. The skin injuries include acute 
radium dermatitis, secondary necrosis, and chronic 
radium dermatitis. As radium rays penetrate only 
a short distance, injury of the deep tissues and 
internal organs by these rays is rare. It must be 
borne in mind, however, that the action of radium 
on pathological tissues is much more intense than 
that of the roentgen rays. 

Roentgen and radium injuries present an extreme- 
ly variable clinical picture. A simple explanation of 
the “how” and “whereby” of their production is no 
more possible than a simple explanation of the 
effects of other toxins. It is known, however, that 
the action of irradiation is proportional to the 
dosage. Therapeutic and injurious dosage are scpa- 
rated by only a narrow margin. 

In the appendix the author discusses roentgen 
injuries and legislation. He states that a third of 
roentgen injuries must be attributed to mistakes in 
the use of the rays for diagnostic purposes. 

In conclusion Flaskamp urges the establishment 
of chairs of roentgenology in medical colleges and 
recommends making the study of roentgenology by 
medical students obligatory. 
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The monograph is supplemented by a bibliography 
covering the literature up to the fall of 1924. 
ZILLMER (Z). 


Morgan, J. D.: Fractional Roentgen Irradiation. 
Am. J. Roentgenol., 1926, xv, 115. 


The technique commonly used in the roentgen 
treatment of malignant neoplasms has the following 
disadvantages: (1) the danger of an overdose due 
to idiosyncrasy of the patient or carelessness in the 
application of the rays; (2) fatigue and discomfort 
when the treatment is prolonged; (3) systemic shock; 
(4) roentgen sickness with resulting exhaustion; and 
(5) the frequent production of permanent patho- 
logical changes in healthy tissues adjacent to the 
neoplasm. With a view toward overcoming these 
disadvantages and at the same time applying a 
dose which would impair the vitality of the malig- 
nant cells and stimulate the surrounding healthy 
cells, the author used very small doses at frequent 
intervals for comparatively long periods with large 
portals of entry. 

In cases in which the malignant mass lay within 
5 cm. of the surface doses of from three to five min- 
utes were given twice daily for from one to two 
weeks and after an interval of two weeks, a second, 
and later a third, and sometimes a fourth, series 
was administered. When circumstances rendered it 
impossible for the patient to report twice a day, the 
dose was reduced to one treatment and sometimes 
this was extended by the addition of a minute or 
two. Similarly for lesions lying deeper than 5 cm., 
the time of exposure was increased and treatments 
for five or ten minutes were given twice daily over 
similar periods. No attempt was made to prevent 


overlapping of the portals of entry, but cross-fire 
irradiations were used in order to reach the tumor 
from all sides and thus to obtain as uniform radia- 
tion as possible. In the use of this technique there 
was less danger that outlying metastatic nodules 
might escape treatment. 

It was surprising how soon after the beginning of 
the treatment the beneficial effects of the small doses 
became evident. Generally within two or three days 
the patient experienced a feeling of well-being. Then, 
in most cases, the pain, when present, was greatly 
relieved. This was noted particularly in cases in 
which heavy doses had been given previously with- 
out apparent benefit. Long before what was gen- 
erally considered a lethal dose had been given a 
diminution in size and induration of the tumor was 
frequently noticed. In an encouraging number of 
cases this beneficial effect has been continuous, but 
the time has not yet been sufficient to warrant final 
conclusions. In other cases the cells have seemed 
to acquire a certain resistance. 

Although some of these treatments have extended 
over long periods, a typical erythema as a result has 
not been seen. The skin has early showed a tanning, 
which in some cases has become very marked. So 
far, however, the skin changes have gone no further, 
and in the short intervals between the various series 
of treatments much of the tanning has disappeared. 
Whether there will be a late appearance of those 
roentgen-ray skin lesions which have sometimes 
occurred in the past following prolonged irradiation 
remains to be seen. 

In conclusion, the author gives detailed accounts 
of three cases treated in the manner described. 

ApotpeH Hartunec, M.D. 
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CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Ewing, J.: The Relation of Trauma to Malignant 
Tumors. Am. J. Surg., 1926, xl, 30. - 

Trauma may consist in a single or repeated me- 
chanical injury resulting in contusion, crushing, or 
laceration of the tissues or the repeated impact of 
slight blows or mechanical forces. 

Cancer is essentially a disease of habit. The vic- 
tim of mouth cancer has continually irritated his 
tongue with a sharp tooth or tobacco juice; the 

atient with oesophageal cancer acknowledges that 
he has for years bolted hot food and used alcohol 
and tobacco. In the great majority of cases of 
cancer of the mucocutaneous junctures, long-con- 
tinued local uncleanliness is demonstrated and 
admitted. In cases of rectal cancer there is usually 
a history of chronic constipation. ‘Tobacco cancers, 
betel nut cancers, and Kangri oven cancers are 
examples of the results of chronic irritation due to 
customs and habits. 

Until more scientific study has furnished a definite 
basis for opinions and decisions, industrial organiza- 
tions must continue to bear the burden of a 
great number of illegitimate monetary awards made 
in cases of cancer. The only solution of the dilemma 
seems to be the establishment of universal health 
insurance by which the State, industrial organiza- 
tions, and the workman would share the toll of 
industry. Morris H. Kaun, M.D. 


Freund, E., and Kaminer, G.: The Biochemical 
Bases of the Disposition to Carcinoma (Biochem- 
ische Grundlagen der Disposition fuer Carcinom). 
1925: Vienna, Springer. 


The metabolism of persons affected with car- 
cinoma differs from that of normal persons. The 
urine of the former usually shows an abnormal 
albuminous substance, namely, oxyproteinic acid, 
and substances of a polypeptid character. 

In experiments to determine the effect upon tumor 
cells of the sera of normal persons and persons with 
carcinoma and sarcoma the authors noted certain 
cytological reactions. Their experimental material 
consisted of isolated and washed tumor cells. The 
experiments are described in detail. 

The serum of normal persons was found to destroy 
carcinoma and sarcoma cells while carcinoma serum, 
which protects carcinoma cells, was found to destroy 
sarcoma cells. ‘The dissolving substance is a saturated 
dicarbonic acid compound, and the protecting sub- 
stance of the carcinoma serum a pathological nucleo- 
globulin. 

The serum of infants is from twenty to twenty- 
five times as potent as that of adults. As even a 


beginning carcinoma causes changes in the serum, 
the reaction is of diagnostic value. The serum of 
persons affected with carcinoma forms a solid com 
pound with substances in the carcinoma cells and 
the precipitate thus formed clouds the serum. On 
the addition of normal serum the turbidity disap 
pears. When normal serum is added to carcinoma- 
cell substance there is no reaction causing turbidity. 

The authors were able to demonstrate also that 
tissues which are predisposed to the development of 
carcinoma have lost the power to dissolve carcinoma 
cells which is possessed by normal tissues. ‘They 
were able to demonstrate this loss in a portion of 
skin which was irritated and in rats subjected to 
chronic irritation by tar. ‘The loss of the normal acid 
is independent of the carcinoma and preceded its 
development. It is therefore to be regarded as a 
local predisposing change. The addition of normal 
acid to the irritated area restores its power over car- 
cinoma cells. 

The thymus exhibits a far greater destructive ac- 
tion oncarcinoma cells than any other tissue. Accord- 
ingly it appears that the increased tendency toward 
the development of carcinoma in old age is due to a 
decrease in the production of normal acids by way of 
the thymus. 

In the intestines of persons with carcinoma and 
sarcoma a specific substance is found which favors 
the formation of pathogenic substances. ‘The organ 
ism is unable to supply the irritated area with 
normal substitute material because its digestive 
system is diseased, and sends it instead a harmful 
substance. This disturbance of metabolism is there- 
fore a stage in the development of carcinoma. ‘To it 
must be added a chronic irritation of the area. If 
irritation is lacking, a carcinoma will not develop. 

Von TAPPEINER (Z). 


Johnson, F. M.: The Development of Carcinoma 
in Scar Tissue Following Burns. Ann. Surg., 
1926, Ixxxiii, 165. 

Cancer has been known to develop in the scars of 
lupus vulgaris, lupus erythematodes, injuries, and 
freezing, cicatrices in elderly persons, and the scars 
of amputation stumps, fistula, and burns. 

The author reports four cases of extensive ulcera- 
tion due to a burn, in three of which an epithelioma 
developed. 

Malignant disease occurs in scars of slow forma 
tion. The pliable cicatrix is not dangerous. Hence 
skin grafting should be done early in the treatment 
of burns. 

Scar cancer is more frequent in males than in 
females. It is not restricted to the old or middle 
aged. The age of the scar seems to be of more im- 
portance than the age of the patient. The upper 
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arm is the site of scar cancer more frequently than 
the forearm, and the thigh more frequently than 
the leg. 

Scar cancer develops insidiously. It is invariably 
of the squamous-cell type. Its early manifestation 
may be a small, indolent, and itchy papule which 
later becomes moist and ulcerated. Occasionally it 
may be a true keloid which is painful and ulcerated 
at its center and has hardened, turned edges. Fre- 
quently the poorly nourished scar loses its integrity 
before it becomes epitheliomatous and the patient 
causes it to ulcerate by scratching it. Later, in such 
cases, the surface becomes covered with squamous 
plaques which, when rubbed off, are replaced by 
small sanguinous ulcerations. In other cases, in 
which the scar becomes opened accidentally, the 
tissue repairs itself very slowly and the wound 
increases at the expense of the neighboring parts. 

Because of the anaemic state of a thick scar, cancer 
grows very slowly when it is confined to the skin. 
When once there is deep invasion of the muscle, 
however, its growth is rapid and fatal. 

The prophylaxis of scar cancer lies in proper 
surgical care of burns and the prevention especially 
by skin grafting, of thick, rigid, delayed scars. When 
a band-like scar has once formed, it must be pro- 
tected against injury and irritation caused by the 
friction of clothing, dirt, prolonged suppuration, 
etc. 

The treatment is strictly surgical. It should con- 
sist in wide excision of the lesion and the accessible 
regional nodes and X-ray irradiation. 

Harry C. Sartzstern, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 
Mayo, C. H., and Hendricks, W. A.: Avian Tuber- 
culosis in Man. South, M.J., 1920, xix, 29. 
The authors report two cases of avian tuberculosis 
in man. ‘The disease was demonstrated surgically 
and pathologically. Both of the subjects were young 
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adult females. In one case the chief complaint was 
painful menstruation, and in the other a tumor in the 
left hypochondrium. The general health was fair, 
but there was moderate anemia with definite 
eosinophilia. 

In both cases the spleen was definitely palpable. 
There was no fever, and the Wassermann reaction 
was negative. Splenectomy was done. In both 
cases the spleen and liver were involved, and in one 
the mesenteric lymph nodes were also affected. 
Grossly the external surface of the spleen presented 
numerous nodules varying from 1 mm. to 2 em. in 
diameter. One section of these nodules or tubercles 
stood out in relief, giving the surface a “pebble 
dash” effect. In some areas there were foreign-body 
giant cells. A number of tubercles contained a waxy 
substance instead of the caseous material which is 
often found in the tubercles in tuberculosis in man. 
In many tubercles there was no caseation, the center 
being composed of the numerous large epithelioid 
cells which give a characteristic appearance to the 
avian lesion. 

The authors cite the case of von Kurt Lederer in 
which avian tuberculosis was associated with poly 
cythemia and operation and autopsy revealed wide 
spread tuberculosis of the lungs, spleen, kidneys, 
and liver. That the bacillus of avian tuberculosis is 
pathogenic to man is further corroborated by the 
works of Loewenstein, Koch, Robinowitsch, and 
Lipschutz. Pfonder, Weber and Bofinger, Robin 
owitsch and Lipschutz believe that the avian bacillus 
is mainly intracellular. According to Jousset, it is 
distinguished from the mammalian type by-+ the 
necrotic reactions and the reactions of immunity. 
It is believed by some that tuberculosis may be 
produced in fowls that have been allowed to ingest 
sputum from tuberculous patients. On the other 
hand, fowls have been fed sputum rich in bacilli 
without contracting the disease. 

In the authors’ opinion, the human, bovine, and 
avian types of tubercle bacilli are only variations 
of one species of organism. 
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